INTERNATIONAL ABSTRACT 
OF SURGERY 


NOVEMBER, 1928 


LANDMARKS IN SURGICAL PROGRESS 


By IRVING S. CUTTER, M.D., Sc.D., Citcaco 


De:tn, Northwestern University Medical School 


JOHN STOUGH BOBBS AND LITHOTOMY OF THE GALL BLADDER 


YNTIL the sixteenth cen- 
U tury no general mention 
appears in medical litera- 
ture concerning calculi in the gall 
bladder.!. However, with the 
birth of human anatomy and the 
work of Vesalius (1514-1564), 
Berengario da Carpi (1470~- 
1530), Falloppio (1523-1562), 
Eustachius (1524-1574) and 
others, fairly frequent mention 
appears of gall-bladder calculi 
found on dissection. Benivieni 
(died 1502) mentioned a large 
black calculus the size of a chest- 
nut found in the gall bladder of 
a woman. Fernelius(1497~1558), 
one of the great physicians of his 
age, was among the first to observe gall-bladder 
calculi found on dissection, and was probably the 
first to speak of their being voided in the stool.? He 
described these calculi as of various sizes, some 
small enough to pass the cystic duct and others so 
large as entirely to fill the gall bladder. Kent- 
mannus (1518-1568), a contemporary of Fernel- 
ius, wrote a small tract on twelve sorts of calculi 
found in various parts of the body, to which he 
added plates showing among others, calculi of the 
gall bladder.* He described the calculi accurately 
as to size, shape, and texture and was probably 
the earliest writer to mention the colic-like pains 
and puzzling symptoms arising from calculi large 
‘Garrison (History of Medicine) says Gentile de Foligno who died in 
1348 was tne first to observe gall stones. 
*Patholog. Lib. VI, Chap. 5. 
* This tract was published in 1565, seven years subsequent to the death 


of Fernelius and was included in Gesner’s ‘De Omni Rerum Fossilium 
Genere, 
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enough to cause obstruction. 
From the time of Schenckius 
(1531-1598), most writers on 
medicine described gall-bladder 
calculi and listed them as one 
cause of jaundice. Such descrip- 
tions are found in the writings 
of Sennertus (1572-1637), Riv- 
erius (1589-1655), Sylvius de le 
Boe (1614-1672), Willis (1621- 
1675), and Baglivi (1668-1706). 
Morgagni (1682-1771), who had 
accurately described gall stones 
in dissected subjects was appar- 
ently but little acquainted with 
them in living persons although 
he quotes Fernelius concerning 
their discharge by stool. Van 
Swieten (1700-1772) in his Commentaries on the 
Aphorisms of Boerhaave devoted one chapter to 
a consideration of gall stones, drawing conclusions 
from his own experiences. Haller’s (1708-1777) 
“Opuscula Pathologica” contains a section upon 
gall stones in which the author gives an accurate 
description of stones found at autopsy; their 
shapes, sizes, colors, and structures. Haller 
describes also the condition of the gall-bladder in 
which the stones were contained, the ducts, and 


“the different kinds of bile found with the stones. 


One of the earliest English essays on biliary con- 

cretions is that of Thomas Coe,‘ London, 1757. 

This work is illustrated with two plates showing 

stones in the bladder and the ducts. In none of the 

works cited does there appear any mention of 

the surgical removal of gall-bladder calculi. 
«Graduated in Leyden, 1728. 
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for about one year, but he had never consulted medical advice before. His 
b alth was not good, but he was not confined to his hed. For several months 
bed abandoned bis business. He was put on full doses of iodide potussium, & 
generous diet, und advised to take outdoor exerc'se. He improved for three 
or four months, but in the following July the disense aseumed « more aggravated 
form, and still approaching the knee, in a: short time formed sinuses under 
and sround the joint, and discharged unhealthy pus for several months. L 
insisted on amputation.as the only thing of any promise in his case. He 
persisted in not consenting to an operation until hectic fever had made its ap- 
pearance, ir. the fullowing February, 1864. I amputated the thigh at its upper 
third, which he bore well; had a slow i but ulti ly got well 
and is well, Dissection revealed the joint full of pus, and the ‘articular 


Amputation of the Leg for Incurable Ulcer. By the same. 


On the 18th of January, 1867, I amputated the leg of a female, 44 years 
old, the mother of several children, on account of a burn of the lower vart 
of the leg and foot, received fifteen years before from fulling in the fire while 
in a convulsion, and which had never healed. She was of a consumptive 
family, and before the accident had a troublesome cough; but she has had 
neither convulsions nor cough since. I was feurful that the cough would re- 
turn when the leg healed, but it has not yet. Her health is better than it 
has been for several years. The flup operation was the one selected in both 
of these cases. 


Case of Lithotomy of the Gall-Bladder. By J. S. Bones, M. D.. In- 
dianapolis. 


E. W., aged 30 years, requested my advice by request of Dr. Newcomer, 
for an enlargement in the right side. She is of spare habit, medium size, and 
nervous temperament. Hus usually enjoyed pretty good, but never robust 
health, About four years ago she observed an enlargement in the right iliac 
region, about the size of a hickory nut. Its position she represented to have 
been low down in the iliac region. There was no tenderness of the part. 
Her health at the time was bad, and continued so for several months. She 
had neuralgia of the stomach, and food and drink created much distress. 
‘This was produced by much exercise also, and usually lssted three or four 
hours. The enlargement continued to increase in size, and become tender 
after exercise, and ultimately disable@ her from walking, or, as she expressed 
it, “Jest winter (1867) she could nut put her foot to the floor.” Since 
January, 1867, the enlargement has grown faster and given more trouble. 

Examination revealed a tumor just inside the right iliac bone, tender to 
pressure. Its outline could not be well made out, except on the right side, 
where its boundary was pretty distinctly defined The most prowinent part 
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could be traced on its lower border, while its inner margin, toward the spine, 
was less distinctly defined, and its upper limite still more obscurely marked. 
It udmitted of a elight degree of motion from side to side and upward, but 
its movements left it uncertain whether the most prominent portion was the 
chief purt of the enlurgement, or only « projection from @ deeper seated 
growth. The walls of the abdomen were tense, and slightly protuberant. 
The most careful examination per vaginum and otherwise disclosed no con- 
nections with the uterus or ite appendages, although the limited motion in 
the parts did not demonstrate that no such connection existed. The uterus 
was tender, but did not seem to be enlarged, as it could not be felt above the 
pubis. 

The patient was exceedingly anxious to buve something done for her relief, 
asshe could not take any exercise, or follow her occupation of running ® 
sewing machine, without its being followed with pain and tenderness of the 
parts, and which extended down the right limb. 

So much obscurity surrounded the case that I req d farther i 
tion and consideration at some subsequent period, before attempting to diag- 
nose the character of the tumor. This exumination was made, but revealed 
nothing new, and tended to confirm the opinion partially arrived at on the 
previous occasion, that the enlargement had no connection with the uterine 
organs; but beyond thix, nothing definite as to its character or connections 
could be made out. It had the position and appearance of ovarian tumor, 
and the patient so regarded it, from the opinion of other physicians whom 
she had consulted. She was informed thut its ovarian churacter was very 
doubtful, and its true nature very uncertain, and thut if it were the former I 
could give no assurance that it could be successfully removed. She, how- 
ever, so persisted in the request that I should undertake its removal, that 1 
finally consented to make the attempt, and on the 15th of June, 1867, assisted 
by Drs. Neweomer, Todd, Comingore, Meurs, Moore, Avery, and a medical 
student, proceeded to do so. 

An exploratory incision was made between the umbilicus and pubis, the 
patient being under the influence of chloroform. The omentum was found 
to be thickened and adherent tu the walls of the abdomen, It was separated 
by a finger, as fur as this could reach, toward the rightf{side, along the whole 
extent of the section—about four inches in length—in hopes of reaching some 
part where no adhesion existed. Failing in this, with two fingers of either 
band the omentum was torn through over the tumor, so as to admit the finger 
which came upon the protuberant portion of it. Passing the finger around 
this, some adhesions were broken up, and the tumor traced upward. Other 
adhesions which it had formed with the parts around it were also discovered, 
and what seemed to be a smaller lobe in its upper part, but no pedical or at- 
tachment could be felt. Enlarging the opening through the omentum, the 
tumor was plainly visible, but the oritice would not admit of its exit. The 
wound through the abdominal walls was carried an inch above thé umbilicus 
on the right side, over the prominent part of the enlargement, which was 
made to pass through it This wus found to be oval in form, about Bve 


Facsimile excerpt from original report, pages 68-69, Transactions Indiana State Society, Eighteenth Session, 1868. 


It remained for Dr. John Stough Bobbs of 
Indianapolis through an operation for the relief 
of an abdominal tumor of unknown pathology to 
open the gall bladder, to evacuate its contents, at 
least in part, and to publish an account of his 
operation. The case was reported at the eight- 
eenth annual session of the Indiana State Medical 
Society at Indianapolis, May 1868, and was 
published in the transactions of the Association 
of that year. The operation was performed June 
15, 1867, ina room on the third floor over a drug 
store.' The patient, Mary E. Wiggins—subse- 
quently Mrs. Z. Burnsworth of McCordsville, 
Indiana—survived and in 1905, thirty-seven years 
after the operation, attended the session of the 
American Medical Association in Portland. At 
that session the medical profession of Indiana 
joined in an exhibit memorializing Dr. Bobbs 


‘Vinton & Kiefer’s store, then located at the southwest corner of 
Meridian and Pearl streets, Indianapolis. 


as the founder of cholecystotomy. In describing 
the tumor, Dr. Bobbs states in his report: 


It had the appearance of an enlarged gall bladder 


or an appendage to this, although its size, the clear 


serous character of its contents, and the thickness 
and semi-transparency of its walls might justify 
some degree of doubt upon this subject. From its 
form, attachments, and solid accretions, one of 
which could be so distinctly felt in a diverticulum, 
but which I did not succeed in removing, seemed to 
mark its identity with the gall bladder, and deterred 
me from the excision of the sack, as I should other- 
wise have done. I therefore put a stitch in the cut 
lips of its walls and cut the ends closely. ‘This step 
was suggested by the apprehension that if any por- 
tion of its solid contents should have been over- 
looked, their escape into the cavity of the abdomen 
would be prevented, and the belief that the sack, in 
the event of its refilling with fluid, would become 
adherent to the walls of the abdomen, and be 
within the reach of a trochar, and make it practi 
cable to obliterate it by injection, if it became 
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necessary. It would have been gratifying to have 
determined the condition and relation of the parts 
more satisfactorily, but the adhesions existing, as 
the result of past peritoneal inflammation, rendered 
this impracticable, without increased hazard to 
the patient. The wound was closed by sutures and 
adhesive plaster, no vessel requiring to be ligated 
and thirty drops of laudanum given after the patient 
was placed in bed. 


Dr. John Stough Bobbs was born at Green Vil- 
lage, Cumberland County,' Pennsylvania, on 
December 28, 1809. His parents were poor and 
he received but scant elementary schooling. At 
the age of eighteen years he began a search for 
employment and walked to the city of Harrisburg 
(Pennsylvania), a distance of between fifty and 
sixty miles. In Harrisburg he attracted the 
attention of Dr. Martin Luther, an eminent prac- 
titioner of medicine who soon enrolled the youth 
as a private student of medicine. In less than 
three years he was declared qualified to practice 
and began his active medical career at Middle- 
town, Pennsylvania. In 1835 he removed to 
Indianapolis where he resided until his death 
(1870), devoting himself largely to surgery. The 
winter of 1836 he spent in Philadelphia attending 
lectures at the Jefferson Medical School, which 
institution in the spring granted him the degree 
of Doctor of Medicine. During his early years in 
Indianapolis, Dr. Bobbs subjected himself to a 
rigorous regime of self-education, acquiring 
familiarity with the best writers on science and 
philosophy. 

In 1850, the Trustees of the Indiana Asbury 
University” of Greencastle, Indiana, appointed 


' Now Franklin 
2 Founded 1839; now DePauw University. 


him to the Chair of Surgery in the Central 
Medical Department of that institution.2 At a 
later date he was appointed dean of the faculty. 
His teaching is described by his students as 
painstaking, thorough, and deeply inspirational. 
He appeared to have a knowledge of pathology 
which was far in advance of that of most surgeons 
of his day. 

He was a leader in the organization of the 
Marion County (Indiana) Medical Society in 
1847 as well as in the organization of the Indiana 
State Society in 1849. Among the many impor- 
tant operations performed by Dr. Bobbs were the 
removal of the eyeball for melanosarcoma, which 
was followed by recovery, and the removal of a 
sarcomatous superior maxilla. During the Civil 
War, Dr. Bobbs served as a Brigade-Surgeon. He 
was one of the original commissioners appointed 
to organize the Indiana Hospital for the In- 
sane, and for one term served as state senator. 
At his death he bequeathed two thousand dollars 
for a free dispensary* and five thousand dollars 


‘ for a medical library. 


John Stough Bobbs, braving necessity, first 
demonstrated that the gall bladder could be 
opened and gall stones removed in the living 
subject. Copies of this notable case report, now 
quite rare, occupy a place of honor in libraries 
fortunate in their possession. 


3 Indiana Central Medical College, organized in 1851 and suspended in 
1854; was the third medical school to be organized in Indiana. The first 
was LaPorte University, organized in 1843, re-organized in 1844 (lectures 
delivered in the year 1844-45), re-organized in 1845-46 under the name 
“Indiana Medical College,” re-organized in 1847-48 and closed in 1849. 
The second was the Medical College of Evansville, organized 1849 (no 
lectures), suspended from 1854 to 1871, re-organized in 1871 and sus- 
pended 1884. 

4 Now operated by the University of Indiana School of Medicine and 
the City of Indianapolis under the name “ Bobbs and City Free Dis- 
pensary. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


EYE 


Gill, W. D.: Fractures About the Orbit. South. M. 
J., 1928, xxi, 527. 

In the treatment of fractures about the orbit the 
method of choice, when applicable, is closed reduc- 
tion. Dental complications call for the co-operation 
of a dental surgeon. 

The author reviews his forty-seven cases of orbital 
bone fractures, giving the causes, the bones in- 
volved, and the complications. 

GrorcE R. McAuutrr, M.D. 


Brown, A. L.: A Method of Dilating the Lachryma! 
Duct by Rapid Dilatation with Sea Tangle 
Probes—Preliminary Report. Arch. Ophth., 
1928, lvii, 397. 

In an attempt to find a substance stiff enough to 
be pushed into the tear duct which will swell in 
moist tissue, the author discovered that these re- 
quirements are met by a piece of sea tangle about 
3% in. long, with the caliber of a No. 1 Bowman 
probe. VirciL, Wescott, M.D. 


Lamb, H. D.: Myxoma of the Orbit, with a Case 
Report and Anatomical Findings. Arch. 
Ophth., 1928, lvii, 425. 

Lamb has been able to find the report of only one 
case of myxoma of the orbit in the literature, a case 
reported by Fuchs in 1914. The case reported by 
Lamb was that of a sixteen-year-old girl. The 
neoplasm involved the right eye and had caused 
marked exophthalmos, choked disk of 6 diopters, 
and enlargement of the bony orbit. The pupil was 
moderately dilated but reacted to light. Vision was 
reduced to the counting of fingers. 

The tumor was exposed by a brow incision. It 
seemed to arise from the sphenoidal fissure above 
the optic nerve. 

Examination one year after the operation revealed 
enophthalmos with little ptosis, partial paralysis of 
the right superior rectus and right inferior oblique, 
normal vision, and no recurrence of the growth. 

Vircit Wescott, M.D. 


Barkan, H.: Air Embolism of the Retinal Vessels. 
Arch. Ophth., 1928, lvii, 402. 


In spite of the number of operations on the chest 
that are being performed today, air embolism is un- 
common. Many patients have complained of visual 
disturbances following chest surgery, but few obser- 
vations of the ocular fundi under such circumstances 


HEAD AND NECK 


have been made. In rabbits, Barkan noted the ap- 
pearance of several rod-like silvery particles shooting 
along the retinal arteries and causing the whole 
arterial tree to shine brilliantly. 

Barkan reports the case of a man thirty-five years 
of age who had several attacks of blindness lasting 
from twelve hours to six days following the removal 
of a piece of bone from a bronchus. Several months 
later the fundus was found negative, but the fields 
showed relative and positive scotomata. 

Vircit Wescott, M.D. 


Szokolik, E.: A Technique of Conjunctivoplasty. 
Am. J. Ophth., 1928, xi, 3 s. 438. 

In Szokolik’s technique for conjunctivoplasty a 
triangle of conjunctiva is excised so that when the 
flap is drawn across the wound and sutured the 
two raw surfaces will come in contact. The method 
is showing by the following sketches: 

Leste L. McCoy, M.D. 


Conjunctivoplasty (Szokolik). __ Illustrating the princi- 

1 types of conjunctivoplasty with excision of a triangle. 
On the left side before, and on the right side after, com- 
pletion of the operation. 


412 


I 
n 
a 
fc 
it: 
he 
co 
th 
wl 
Wa 

the 
or 
the 
cons 
“ais dam 
lecti 

x 
t 
I 
Mz 
youn; 
stage 
Its re 
Symp 
adult 


inci- 
ngle. 
com- 


SURGERY OF THE 


EAR 


Druss, J. G.: The Histology and Pathology of the 
Articulation of the Auditory Ossicles.§ Arch. 
Ololaryngol., 1928, viii, 56. 

The articulation of the malleus and incus and 
stapes usually consists of four layers in each ossicle; 
(1) a bony layer; (2) a calcified cartilage layer; (3) a 
hyaline cartilage layer, and (4) a terminal layer. 
Three of the layers are more or less constant but the 
fourth is variable. 

Ankylosis of the ossicles is comparatively fre- 
quent and may be considered a phylogenetic variety. 

In the author’s opinion, the articulation is a 
symphysis instead of a true joint. 

In only one of thirty-seven ears examined was 
suppuration found within the joint. This was 
probably due to the resistant capsule surrounding 
the joint. 

The article contains photomicrographs showing 
preparations. W. M. Paton, M.D. 


Gottlieb, M. J.: Constitutional Deafness. 1. Defi- 
nition. 2. Elevation of Lower Tone Limit—A 
New Conception. Laryngoscope, 1928, xxxviii, 
300. 


Gottlieb defines constitutional deafness as deaf- 
ness with a progressive course which is associated 
with a constant elevation of the lower tone limit, a 
negative Rinné test, abnormal blood chemistry, 
and a variable contraction of the visual fields for 
form and color. He ascribes this form of deafness 
to a disease process in the membranous portion of 
the cochlea, particularly in the cochlear nerve and 
its branches. The elevation of the lower tone limit 
he believes is due to circulatory changes in the 
cochlear artery caused by toxemia and affecting 
the nerve fibers to the upper coil of the cochlea 
which are believed to lie in the center of the nerve. 

Manrorp R. Wattz, M.D. 


Watson-Williams, E.: |Paraphenylene-Diamine 
Labyrinthitis. Lancet, 1928, ccxiv, 1123. 


The author states that paraphenylene-diamine is 
the essential ingredient in several popular hair dyes 
or “restorers.” The dermatitis which may follow 
the use of such hair dyes has already given rise to 
considerable litigation. Other tissues also may be 
damaged by this drug, which appears to have a se- 
lective action on the labyrinth. 

James C. Braswe tt, M.D. 


Macneil, F. A.: Masked Mastoiditis in Children up 
to the Age of Two Years. Canadian M. Ass. J., 
1928, xviii, 688. 


Macneil states that mastoiditis in infants and 
young children has been recognized in the early 
Stages only within the past few years. The delay in 
its recognition is frequently due to the fact that the 
Symptoms in the baby are not the symptoms in the 
adult. The ear symptoms in the infant are fre- 
quently masked by gastro-intestinal symptoms. 
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Therefore the importance of a thorough otological 
examination in cases of gastro-intestinal symptoms 
cannot be overestimated. In the author’s opinion, 
mastoiditis in infants is quite common and its mor- 
tality can be considerably reduced only by closer co- 
operation between the pediatrist and the otologist. 
James C. M.D. 


Canuyt, G. Sudden Death of Infants Operated 
upon for Mastoiditis. Technique for the Mas- 
toid Operation in Infants. Results. (La mort 
rapide des nourissons opérés d’antrite mastoidienne 
extériorisée. Technique opératoire de l’interven- 
tion mastoidienne chez le nourrisson. Résultats) . 
Arch. internat. de laryngol., 1928, xxxiv, 276. 


Many sudden deaths of infants after mastoid 
operations have been reported. Autopsy does not 
show any lesions to account for the deaths. In the 
author’s opinion, there are three possible factors 
in the fatal outcome: general anesthesia, shock, and 
septicemia. General anesthesia can be avoided, 
but shock and septicemia cannot be eliminated ab- 
solutely. Since March, 1924, Canuyt has operated 
by large and systematic myringotomy under local 
anesthesia of the skin of the mastoid region induced 
with a jet of ethyl chloride. The incision of the retro- 
auricular abscess is made by the technique used for 
the opening of abscesses in general. Simple drainage 
is established and no curettage is done. In short, 
the amount of surgery is reduced to the minimum. 

In twenty-five cases in which this method was used 
there were no deaths. However, Canuyt does not 
claim that all deaths can be prevented by the 
technique described, since the cause of the fatalities 
is still unknown. Auprey G. Morcan, M.D. 


Ross, E. L., and Joyce, W. M.: A New Modification 
of the Radical Operation on the Mastoid. Pre- 
liminary Communication. Arch. Otolaryngol., 
1928, vii, 583. 

The authors report their technique and results 
in the use of a pedicled skin graft with an attached 
larger area of periosteum to line the cavity of a 
mastoid which has been operated upon radically. 

The flap is taken from the skin posterior to, and 
parallel with, the original incision. After the bone 
work has been finished a second incision parallel 
with, but 4 in. posterior to, the first incision is 
made through the skin, the skin is elevated pos- 
teriorly for 14 in., and the periosteum is then in- 
cised. Before the tip is detached, an area at the 
base which will lie between the edges of the wound 
is thoroughly denuded down to the vascular papilla 
of the corium. After the tip has been cut through, 
it is placed over the eustachian tube opening. The 
‘entire posterior wall of the canal is turned up and 
sutured with a silkworm ligature through the 
posterior auricular fold. The wound is closed 
without tension by dissecting the skin up posteriorly 
for about 3 in. A light iodoform gauze packing is 
left in for about three days. é 

This procedure results in a dry epithelized cavity. 

Manrorp R. WaALtz, M.D. 


414 INTERNATIONAL ABSTRACT OF SURGERY 


NOSE AND SINUSES 


Chavarria, A. P.: Blastomycosis of the Mucous 
Membrane of the Nose, Mouth, and Pharynx 
(Algunas consideraciones clinicas sobre la blasto- 
micosis de las mucosas naso-buco-faringeas, funda- 
das en observaciones hechas en varios paises de la 
America Latina). Rev. Méd. Lat.-Am., 1928, xiii, 
1290. 

There has been a great deal of discussion of blasto- 
mycosis in tropical America, some writers on the sub- 
ject claiming that it does not cause as destructive 
lesions of the nose, mouth, and pharynx as are 
produced by leishmaniasis. Chavarria has found 
that both conditions produce equally destructive 
lesions and may be present simultaneously. In addi- 
tion to the ulcerous lesions, blastomycosis causes a 
marked eosinophilia. 

Naso-bucco-pharyngeal blastomycosis must be 
differentiated from lupus, syphilis, and rhinoscle- 
roma. Lupus begins with multiple nodules of the 
lobule or alz nasi, or, more rarely, inside the nasal 
fossa. These nodules soften and ulcerate and the 
regional glands always become enlarged. Blasto- 
mycosis begins with ulceration of the nasal mucosa 
and rarely causes enlargement of the glands. The 
differentiation from syphilis can be made from the 
history and the Wassermann reaction. 

Rhinoscleroma occurs in high, cold regions and 
its lesions tend to become sclerotic and hard. Blasto- 
mycosis occurs in damp, hot regions and ends in 
necrosis of the tissues. The differential diagnosis 
can be made also by histological examination. 

Auprey G. Morcan, M.D. 


PHARYNX 


Pardee, K., Gordon, F. F., and Riley, C. V.: Vin- 
cent’s Infection. New England J. Med., 1928, 
796. 

The authors review in some detail their studies of 

a group of 462 students, 139 of whom were found to 

have Vincent’s organisms in the mouth or throat. 

In the majority of the cases of Vincent’s infection 

the condition was cleared up in eight days by the 

daily application of chromic acid and the use of a 

mouth wash. 

Moderate smoking did not influence the incidence 

of the disease. James C. Braswett, M.D. 


Scarff, G. R., and Whitby, L. E. H.: The Incidence 
of Tuberculosis Infection in the Faucial and 
Pharyngeal Tonsils of Children. J. Laryngol. & 
Otol., 1928, xliii, 328. 

Murray, W. H., and Maxwell, J. A.: Tuberculosis 
of the Tonsil. J. Laryngol. & Otol., 1928, xliii, 


335: 
Horgan, J. B.: Tuberculosis of the Tonsil. J. 
Laryngol. & Otol., 1928, xliii, 338. 


ScarFF and WuitTBy examined the tonsils of 100 
children for tuberculosis. On histological examina- 
tion, only 2 showed tubercle formation. In no 
instance was tuberculosis found in adenoids. 


For animal inoculation the Petroff method of pre- 
paring the tissue was used. One cubic centimeter of 
the fluid was injected subcutaneously into the 
anterior abdominal wall of a guinea-pig. The in- 
oculation of tonsil and adenoid tissue yielded a 
result in 52 cases. In the authors’ opinion, the 
decrease in the incidence of tuberculosis in children 
is undoubtedly due to the great improvement in 
the milk supply. 

Murray and MAxwELt report a case of tuber- 
culosis of the tonsil in which at first a diagnosis of 
chancre was made. Histological examination after 
tonsillectomy showed giant cells, but the condition 
resembled chronic infective granuloma. The pa- 
tient soon developed laryngitis and later a gen- 
eralized tuberculosis with terminal meningitis. 

HorGAN cites a case of tuberculosis of the tonsils 
in a woman fifty-three years of age who had had 
tonsillar discomfort for some time. Microscopic 
examination showed multiple miliary tuberculous 
foci scattered throughout the tonsils. A notable 
feature of this case was the absence of dysphagia 
and of pulmonary tuberculosis. 

GrEorGE R. McAuutrr, M.D. 


NECK 


Topper, A., and Mulier, H.: The Effect on the 
Basal Metabolism of Ligating the Lower 
Extremities. Arch. Int. Med., 1928, xli, 655. 


According to Rubner’s law, formulated in 1883) 
the production of heat is essentially constant per 
unit of body surface. As the result of subsequent 
investigations, it is believed today that there is no 
causal relationship between the basal metabolism 
and body surface and that the surface area is the 
most exact available biometrical measurement of 
basal metabolism. It has been shown that Rubner’s 
law is only a single application of the general law of 
growth, and that the basal metabolism is dependent 
upon the function of the total mass of active proto- 
plasmic tissue. 

The authors carried out experiments upon them- 
selves similar to those originally outlined and _per- 
formed by Heimreich. They placed a tourniquet 
(“‘ligated,” they say) so tightly around an extremity 
as completely to occlude both the venous and arterial 
circulation and then determined the basal metabo- 
lism under the varying conditions. From these 
experiments the authors draw the following conclu- 
sions: 

1. While the occluded surface area was still in- 
tact, proved by the uninterrupted presence of tactile, 
pain and thermal stimuli, the basal metabolism was 
decreased by an amount which roughly corresponded 
to the mass thus occluded and not to the surface 
area. 

2. These observations are in accord with those of 
Heimreich that basal metabolism is independent 
of the body surface but dependent upon the amount 
of active protoplasmic tissue. 

Joun H. Wootsey, M.D. 
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Doering, C. R., Lombard, H. L., and Moore, F.: 
Endemic Goiter in Massachusetts. New Eng- 
land J. Med., 1928, cxcix, 143. 

The partial correlation between the incidence of 
goiter and the iodine content of the drinking water 
shows that the important variable is distance from 
the ocean. Communicable diseases, enlargement of 
the tonsils and cervical glands, adenoids, and dental 
caries have no apparent effect on the incidence of 
goiter. 

Poor posture is slightly more common among 
the goitrous than among the non-goitrous. 

The mean weight of children with goiter seems to 
be slightly less than that of children without 
goiter. 

The incidence of goiter is higher among children 
whose parents were born in Russia than among 
children of other parents. As most of the Russians 
are Jewish, this may be the effect of race. 

The findings of Olesen that the endemic goiter 
problem in Massachusetts is not a pressing one and 
that the need for special action is limited to individ- 
ual cases in a few localities were substantiated by 
the authors’ findings. 

Howarp A. McKnicut, M.D. 


Rose, E.: The Treatment of Hyperthyroidism. 4m 
J. Roentgenol., 1928, xix, 540. 


The evaluation of any type of treatment for hyper- 
thyroidism is difficult because of the following 
factors: 

1. Our lack of exact knowledge of the cause of 
hyperthyroidism and its relation to the other en- 
docrine glands and the sympathetic nervous system. 

2. The variability of the spontaneous course of 
the condition with its tendency toward acute exacer- 
bations, spontaneous remissions, and even per- 
manent cessation. 

3. The confusing temporary effect of rest, hyper- 
alimentation, and sedative medication, which are 
often component parts of other methods of treat- 
ment. 

4. The effects of iodine therapy, which are not 
yet completely understood. 

5. The difficulty of following patients over a 
sufficient period of time to determine the permanence 
of alleged “cures,” and the paucity of reliable 
statistics on this phase of the subject. 

The merits of the three types of treatment now 
used separately, in combination, or successively are 
considered. The principal advantages of medical 
treatment appear to be the absence of the dangers 
attendant upon and following operation and the 


occurrence of improvement or recovery in a reason- . 


ably satisfactory percentage of cases with a mortal- 
ity no greater than that of surgery as performed by 
the average general surgeon. Serious disadvantages 
are: (1) the prolonged duration of the treatment, 
(2) the ineffectiveness of such treatment in checking 
visceral damage, particularly cardiac disease, and 
(3) the questionable wisdom of subjecting patients 
to the vagaries of the spontaneous course of their 
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disease in view of the reported modern efficacy of 
expert surgery or radiation. 

Radiation therapy lacks a sufficient number of 
careful statistical analyses of its final results. Most 
radiologists have not followed their patients for a 
sufficient period and are indefinite in their inter- 
pretation of “cures.” The apparent advantages of 
irradiation are: (1) the elimination of immediate risk, 
(2) the comparative ease with which the treatment 
is carried out, and (3) the minimal interference with 
the patient’s ordinary mode of life. The chief dis- 
advantages of irradiation appear to be: (1) the lack 
of conclusive statistics as to the incidence of re- 
covery, (2) the ineffectiveness of the treatment in 
arresting cardiac and other visceral complications, 
(3) the probably greater likelihood of recurrence 
after this treatment as compared with surgery, and 
(4) the prolonged duration of the treatment and the 
lapse of time before results are apparent. 

At the present time surgery, is the most generally 
accepted single method of treatment because of the 
increasingly satisfactory reports as to the mortality 
and end-results. Among the principal advantages of 
surgical treatment are: (1) the high incidence of 
economic restitution, (2) the greater effectiveness 
of the treatment in arresting cardiac disease as com- 
pared with other treatments, (3) the prompter ap- 
pearance of improvement, and (4) the lower inci- 
dence of recurrence of symptoms. Unquestionable 
disadvantages are: (1) the immediate mortality 
which, low as it is, remains greater than that of 
irradiation, and (2) the occurrence of postoperative 
accidents and complications. 

The author reviews the results obtained in 38 
cases treated by irradiation and ror cases treated 
surgically in the thyroid clinic of the University of 
Pennsylvania. His conclusions are as follows: 

1. The so-called medical treatment of hyper- 
thyroidism is inferior to surgery and irradiation and 
should not be used alone unless the patient declines 
specific treatment. 

2. Medical supervision in association with sur- 
gical or irradiation therapy is of the greatest im- 
portance, particularly in relation to visceral com- . 
plications. 

3. Removal of active harmful foci of infection 
should accompany or precede any type of treatment 
selected. 

4. A trial with radium or the roentgen rays is 
indicated in: (a) mild or acute cases of hyperplastic 
type without complications, in which a three or 
four months’ period of observation is economically 
possible and without risk, and (b) cases of any type 
which are considered poor surgical risks. In the 
latter a subsequent operation can often be performed 
successfully. 

5. Surgical treatment is indicated for: (1) all 
frankly adenomatous goiters with hyperthyroidism, 
(b) all cases of hyperthyroidism with visceral com- 
plications, (c) all cases which have not responded 
satisfactorily to irradiation after from four to six 
months. 
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6. Until more convincing statistical proof of the 
ultimate efficacy of irradiation is offered, surgery 
must be considered, in general, the most satisfactory 
treatment for hyperthyroidism. 

Hartunc, M.D. 


MacKenty, J. E.: An Operation for the Relief of 
Abductor Paralysis of the Larynx. Arch. Olo- 
laryngol., 1928, viii, 37. 

Abductor paralysis of the larynx is comparatively 
rare. It may be central or peripheral in origin. The 
common cause is syphilis. 

Surgical relief is imperatively indicated in all ad- 
vanced cases as the condition often causes death 
from asphyxia. 

In the past, tracheotomy was the only procedure 
possible. A new and important addition to the treat- 
ment is Jackson’s ventriculocordectomy. 

The operation advised by the author aims at the 
establishment of a small permanent tracheal open- 
ing just above where the trachea dips backward 
into the chest. 

The technique of the operation is described in 
detail and each step is shown in drawings. 

This operation is not intended to supplant ventric- 
ulocordectomy. The author advocates its use in- 
stead of tracheotomy when time and the patient’s 
condition permit. After the operation, low speech 
is possible without closure of the aperture, and loud 
speech is possible when the opening is temporarily 
closed by the patient’s finger. 

W. M. Paton, M.D. 


Spencer, F. R.: The Management of — 
Laryngitis. South. M. J., 1928, xxi, 

Briggs, H. H.: The Treatment of Laryngeal Tuber- 
culosis. South. M. J., 1928, xxi, 338. 

Greene, J. B.: Obstructive Tuberculosis of the 
Larynx. South. M.J., 1928, xxi, 341. 

LaRue, C. L.: The Prognostic Value of Laryngeal 
Tuberculosis. South. M. J., 1928, xxi, 344. 


SPENCER is of the opinion that laryngeal tubercu- 
losis can be prevented only by early diagnosis and 
proper treatment of the preceding pulmonary tuber- 
culosis. 

In very early laryngeal tube rculosis, absolute rest 
and silence may be all that is required. When the 


infiltration is more extensive, heliotherapy may be 
indicated. For extensive infiltrations and ulcera- 
tions, Spencer believes that cauterization is usually 
the best treatment. 

Briccs states that the successful treatment of 
laryngeal tuberculosis necessitates a suitable en- 
vironment, the care of a physician specializing in 
tuberculosis, full co-operation and mutual confidence 
between the patient and physician, and the services 
of a laryngologist. 

GREENE Calls attention to the fact that the form 
of stenosis encountered in laryngeal tuberculosis 
differs from‘other forms in that it practically always 
occurs in adults. Tracheotomy is preferable to 
intubation and should not be too long delayed. 

La Rug states that the development of laryngeal 
tuberculosis in a tuberculous patient greatly reduces 
the chances of recovery. He has found that two of 
every three persons afflicted with pulmonary tuber- 
culosis without a laryngeal complication will make 
a permanent recovery, whereas only one of every 
three developing laryngeal tuberculosis will recover 
permanently. James C. Braswett, M.D. 


Thomson, Sir StC.: Intrinsic Cancer of the 
Larynx Operated on by Laryngofissure. Brit. 
M.J., 1928, i, 743. 

If intrinsic cancer of the larynx is diagnosed 
early, it is best operated upon by laryngofissure. 
Laryngofissure is usually free from danger to life 
and is followed by a lasting cure with an adequate 
voice. It gives results which have not been surpassed 
in the treatment of cancer in any other internal 
region of the body. 

The term “laryngofissure”’ indicates the route of 
approach for the operation. The operation itself 
consists in the excision of a mass which contains 
in its center the whole cord and includes the anterior 
commissure in front, part of the arytenoid behind, 
the ventricular band above, and the subglottic area 
below. The excision goes deeply enough to include 
the perichondrium lining the thyroid cartilage and 
occasionally that on the inner side of the cricoid 
ring. As the greater part of one thyroid ala is also 
excised, the so-called “fissure” is in reality a partial 
laryngectomy. Samuet Kaun,' M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Worms and Bretton: Craniocerebral Arteriography 
(L’artériographie cranio-cérébrale). Ann. d’anat. 
path., 1928, v, 529. 


The liquid used for arteriography must not be too 
thin or too thick. If it is too thin, the capillaries will 
be injected and the superimposed shadows will cause 
confusion. If it is too thick, only the very largest 
arteries will be injected. In the authors’ opinion, 
the best injection fluid is barium sulphate in one- 
half its volume of water. This enters the vascular 
trunks and the branches of the first and second order 
but not the capillaries. The authors inject through 
the internal carotid or the vertebral, or both. 

A vertex-chin view should be taken as well as the 
profile view recommended by Moniz and his col- 
laborators. A horizontal projection from the base 
of the skull will show all of the basal structures very 
clearly. This incidence may be supplemented by 
two others, that of Rhese or Mac Milian, which shows 
the vessels of the ethmoido-fronto-orbital cavities, 
and the posterior occipital incidence of Worms and 
Bretton, which shows the vessels of the occipital 
region (the posterior cerebral and cerebellar fosse). 
The latter incidence is particularly good for the study 
of the carotid canal. The article contains roentgeno- 
grams made in the different projections. 

The authors are convinced that arteriography is 
of great value in the study of the topography of the 
skull and brain, and that when it is further developed 
it will be of great importance in the study of ab- 
normalities of the cerebral vessels and the localiza- 
tion of tumors. Auprey G. Morcan, M.D. 


Moniz, E.: A New Technique for Arterial Enceph- 
alography. Some Cases of Localization of 
Brain Tumors (Nouvelle technique de |’encéph- 
alographie artériele. Quelques cas de localisation 
de tumeurs cérébrales). Presse méd., Par., 1928, 
XXxvi, 689. 


At first the author used the internal carotid for 
the injection of 25 per cent sodium iodide for 
arterial encephalography, but this vessel is deep, 
injection into it is sometimes difficult, and the injec- 
tion sometimes enters the wall and no picture is 


obtained. He then tried the common carotid, but. 


found that by this route the branches of the internal 
carotid were not injected. He now temporarily 
ligates the external carotid to prevent loss of fluid 
through it and then injects the common carotid after 
ligating it also. The solution used must be fresh 
and chemically pure. Not more than 6 c.cm. should 
be used in the adult as the carotid sinus is a reflex 
cardiorespiratory zone and is stimulated by the in- 
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jection of the liquid. Moreover, roentgenograms 
obtained with from 4 to 5 c.cm. are sufficiently clear 
for diagnostic purposes and nothing is gained by the 
use of more fluid. The author induces local novocain 
anesthesia for the injection. The injections should 
be given quite rapidly and the photographs taken 
instantaneously. The illustrations contained in the 
article were taken in one-tenth of a second. In some 
cases, stereoscopic roentgenograms were made. 

Following the injection, most patients complain 
of slight pain in the ear, eye, or head, and some of 
them have brief attacks of epileptic movements 
limited to the side of the injection or stronger on 
that side. In the only two cases in the author’s 
series in which there was a severe reaction the 
sodium iodide was not chemically pure. 

Moniz reports six cases which show that the 
method is harmless when chemically pure sodium 
iodide is used and is of value in the localization of 
brain tumors. Auprey G. Morean, M.D. 


Carmichael, E. A.: Cerebral Gliomata. J. Path. & 
Bacteriol., 1928, xxxi, 493. 


Carmichael reports the findings of a macroscopic 
and microscopic examination of seventy-five cerebral 
tumors, sixty-two of which were classified as glio- 
mata. His main objects in this examination were to 
determine whether or not all of the tumors would 
fall into the classification of gliomata suggested by 
Bailey and Cushing, and to simplify this classifica- 
tion in such a way as to make tumor identification 
as accurate but easier for the pathologist. 

The article contains an outline of the histogenesis 
of the brain and a record of the histological findings 
in numerous sections made from each tumor in the 
various groups. Although each of the tumors could 
be placed in one of the groups of Bailey and Cush- 
ing’s classification, the author has come to the con- . 
clusion that as different types of cells may be found 
in different parts of tumors and as gliomata may be 
divided into two large groups so far as their gross 
and clinical aspects are concerned, a classification 
involving only two types is all that is necessary. 

For the neoplasm that is made up of embryonic 
cells, takes the gold stain poorly, causes a reaction- 
ary gliosis, is highly vascular at its edge, presents a 
microscopic picture of rapid growth, is prone to 
undergo degeneration, has a short clinical history, 
occurs commonly after the age of forty years, and 
generally causes focal signs before pressure signs, 
Carmichael proposes the term “spongioblastic tu- 
mor,” and for the tumor which has more adult cells, 
takes the gold stain well, causes little reactionary 
gliosis, is less vascular, and less prone to undergo 
degeneration, has a longer clinical history, occurs 
usually before the forty-first year of age, and usually 
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causes pressure signs before focal signs he proposes 
the term “astroblastic tumor.” All other names 
than these he considers unnecessary refinements 
which increase the load of the pathologist’s labora- 
tory by reason of the extra staining and examina- 
tion they entail and do not contribute any informa- 
tion of true clinical value. Eric OLpperc, M.D. 


Hyslop, G. H., and Lenz, M.: Radiation Treat- 
ment of Glioma of the Brain. Am. J. M. Sc., 
1928, clxxvi, 42. 


The authors report their observations in nineteen 
cases of glioma of the brain treated by roentgen-ray 
or radium irradiation. The diagnosis was proved by 
microscopic or macroscopic examination, but in only 
cight was the type accurately differentiated. Eleven 
of the patients were observed for less than a year 
under radiation treatment. 

From these studies the authors conclude that 
radiation treatment may be definitely palliative. 
Eight of the nineteen cases and two unverified cases 
included in the discussion showed improvement. 

The radiation must be undertaken slowly until 
the patient’s reaction in the form of cerebral oedema 
has been determined. This is particularly important 
in when there has been no decompression to act as a 
safety valve. 

By experiments on cadavers, the authors have 
determined what they believe to be the maximum 
efficient dosage for adults and children. The method 
of radiation used by them with both the X-ray ma- 
chine and radium is described in detail. 

Eric OLpBeRG, M.D. 


Martin, J. P.: Tumors of the Frontal Lobe of the 
Brain. Bril. M.J., 1928, i, 1058. 


Martin reports three cases of frontal lobe tumor. 
Two of the growths were bilateral. In all of the 
cases there were mental changes. The patients were 
docile, reliant upon others, and slightly euphoric. 
Also in all of the cases there was a tremor which is 
described by Martin as being of the nervous type 
seen in patients during their first physical examina- 
tion. In two of the cases the first definite symptom 
was a severe generalized convulsive attack. Also in 
two cases there was a marked plantar flexor response 
apparently in no way related to a withdrawal 
mechanism. The regions involved by the tumors, as 
disclosed at autopsy, are described. 

Eric Otpserc, M.D. 


Schmiegelow, E.: Purulent Meningitis: Contri- 
bution to the Clinical Picture. Arch. Ololaryn- 
gol., 1928, viii, 1. 

The author reports the histories and lumbar punc- 
ture findings in a number of cases of meningitis asso- 
ciated with otitis media. He calls attention to the 
not infrequent occurrence in meningismus following 
otitis media of a milky spinal fluid containing large 
numbers of polymorphonuclear leucocytes but no 
organisms. Both the meningitic symptoms and the 
spinal fluid findings may persist for weeks and then 
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recede, the patient recovering. When the clinical 
picture becomes more unfavorable after the spinal 
fluid has returned to normal, a brain or subdural 
abscess is usually present. Eric Otpserc, M.D. 


Hansel, F. K.: 
Report of Five Cases. 
Laryngol., 1928, xxxvii, 440. 

The first report of true glossopharyngeal neuralgia 
was made in 1920 by Sicard and Robineau. Since 
then, twenty cases have been recorded. The author 
reports five more. 

The pain in this condition is identical with that of 
trifacial neuralgia, but begins in the throat, along 
the side of the pharynx, about the tonsil, or on the 
base of the tongue and radiates to the region of the 
ear. In all of the cases reported it has been uni- 
lateral. There is usually a trigger zone and as a rule 
the pain can be temporarily allayed by cocainization 
of that zone. 

Following intracranial division of the nerve, 
Dandy found no appreciable motor changes, but the 
sense of taste was lost on the posterior third of the 
tongue on the same side and there was a loss of 
sensation in the pharynx, except in the dome, which 
ended sharply at the midline. No secretory dis- 
turbances were noted. Gripert C. ANperson, M.D. 


Glossopharyngeal Neuralgia: A 
Ann. Otol., Rhinol. & 


PERIPHERAL NERVES 


Ford, F. A.: Roentgenotherapy in Certain Types 
of Neuritis and Neuralgia. Minnesota Med., 
1928, xi, 368. 


A study of the analgesia produced by irradiation 
in eight cases of diabetic neuritis revealed only 
partial and gradual relief in about half of the cases. 
Of three cases of residual pain following herpetic 
inflammation, temporary relief occurred in one and 
gradual improvement in one, but in one, with the 
exception of a few days of freedom from pain after 
the second application, the treatment seemed 
rather to aggravate the symptoms. In five cases of 
sciatic neuralgia, in most of which the condition was 
associated with chronic infectious arthritis (only 
one case affording objective data on which a diag- 
nosis of neuritis could be based), irradiation relieved 
the pain usually within from twelve to twenty-four 
hours. 

More comprehensive data with regard to the 
effect of irradiation in different varieties of nerve 
and inflammatory lesions must be collected before 
an interpretation can be reached (from the clinical 
point of view) of the mechanism by which pain is 
alleviated. Because of the freedom of this method 
of treatment from injurious effects, the ease of its 
administration, and the gratifying results it yields 
in many dissimilar conditions, the use of the roent- 
gen ray for securing analgesia is worthy of trial in 
all cases of severe pain. 

It is to be emphasized that the irradiation re- 
quired for this purpose lies well within the limit of 
tissue tolerance, and that in this field in which 


SURGERY OF THE 


there is clearly no indication for intensive irradiation 
the radiotherapist must prevent the development 
of radiodermatitis, the occurrence of which, even 
in the first-degree stage, has done so much to create 
prejudice on the part of the laity against the 
therapeutic use of the roentgen rays. 


Cohn, I.: Epithelial Neoplasms of Peripheral and 
Cranial Nerves; Report of Three Cases; Review 
of the Literature. Arch. Surg., 1928, xvii, 117. 


Cohn discusses the clinical, pathological, and em- 
bryological aspects of three nerve tumors and re- 
views the recent literature on the origin of the 
sheath of Schwann. The tumors were: (1) a tumor 
of the median nerve without metastases, (2) a tumor 
of the radial nerve with metastases, and (3) an en- 
capsulated tumor of the spinal accessory nerve with- 
out metastases. Eric OLpberc, M.D. 


SYMPATHETIC NERVES 


Breaucker, W.: The Innervation of the Sweat 
Glands and the Surgical Treatment of Hyper- 
hidrosis (Die Innervation der Schweissdruesen 
und die chirurgische Behandlung der Hyperhi- 
drosis). Arch. f. klin. Chir., 1928, cxlix, 718. 


The author has demonstrated that the secretory 
nerve fibers controlling the sweat glands of the hand 
enter the brachial plexus by way of the seventh and 
eighth costal and first thoracic rami communicantes. 
He demonstrated this by careful studies in the case 
of a woman with intolerably weakening hyper- 
hidrosis of the hands and feet whom he cured after 
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all of the usual methods of treatment had proved 
to be unsuccessful. 

Because of the deep and almost inaccessible posi- 
tion of these rami, he worked out a method of 
approaching them from the outside of the neck. 
Section of these nerves was followed later by section 
of the fourth and fifth lumbar and the first and sec- 
ond sacral rami communicantes which control the 
sweat glands of the feet. 

The fibers arise from the eleventh thoracic to the 
third lumbar rami, pass by way of the rami com- 
municantes into the sympathetic, descend in the 
latter, and pass by way of the fourth and fifth lum- 
bar and first and second sacral rami communicantes 
into the mixed nerves through which they reach the 
periphery. In man, the course of these fibers to the _ 
hands and feet has been determined exactly. 

In the case reported, the author demonstrated 
experimentally that after degeneration of the secre- 
tory fibers in man a pilocarpin reaction may be 
elicited even after ten months, showing that the 
sweat glands have not completely lost their func- 
tion. This apparent contradiction is explained by 
the fact that the skin is supplied with an intricate 
network of sensory and sympathetic fibers distinct 
from the peripheral sympathetic fibers arising in the 
spinal cord and ganglia and the end-organs in the 
skin which regulate the autonomic function of the 
vessels and the other organs in the skin and prevent 
degeneration of the terminal nerve fibers and their 
end-organs. ‘The author does not accept the theory 
of special inhibitory fibers to the sweat glands. 

CoLiey (Z). 
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CHEST WALL AND BREAST 


Webster, J. H. D.: Radiology and Surgery in Can- 
cer of the Breast and in ‘‘Chronic Mastitis.”’ 
Lancet, 1928, ccxv, 63. 

An analysis of 600 cases of breast cancer treated 
with the X-rays or radium and 60 cases of “chronic 
mastitis” treated with the X-rays suggests that both 
for the prevention and cure of cancer of the breast 
radiation might be employed to advantage much 
more extensively than it is at present. Its use is 
now restricted almost entirely to practically hopeless 
cases of inoperable primary or recurrent disease as 
was the case for so long in cancer of the uterus, and 
there is little recognition of its unique effects in 
rendering borderline cases operable, sterilizing the 
operative area so that so-called ‘‘recurrences” are 
less likely to take place, leading to cure in a certain 
percentage of early cases and even in some advanced 
cases, and invariably giving a successful result in the 
precancerous ‘“‘chronic mastitis.” 

In view of the large amount of pathological and 
clinical evidence as to the partial or complete steri- 
lizing effect of radiation on malignant cells, greater 
pre-operative use might well be made of the X-rays 
or radium to sterilize the field of operation. After 
X-ray irradiation, operation should be delayed for 
three or four weeks as before that length of time 
there may be hyperemia. Local scar recurrences 
are almost completely abolished when postoperative 
X-ray sterilization is begun within three or four 
weeks after operation. 

In conclusion the author states that it would be 
ideal if all new patients could be seen by the surgeon 
and radiologist in consultation. 

NaTHAN N. Cronn, M.D. 


Keynes, G.: Radium Treatment of Primary Car- 
cinoma of the Breast. Lancet, 1928, ccxv, 108. 


Radium treatment for carcinoma of the breast is 
discussed by Keynes on the basis of forty-two cases 
treated over a period of almost four years. The 
technique and the apparatus are described. General 
nitrous oxide oxygen anzsthesia is employed during 
the insertion of the needles and at the time of their 
withdrawal from seven to ten days later. The nee- 
dles are inserted through multiple puncture wounds 
made about the tumor, in the axilla, beneath the 
pectoralis major, above and below the clavicle, and 
over the first three or four intercostal spaces. 

The effect of the irradiation becomes clinically 
evident in about two weeks. The tumor is then less 
fixed and undergoes progressive shrinkage until, 
usually at the end of about three or four months, it 
can no longer be detected. If the tumor is still pres- 
ent, at the end of that time, the author recom- 


mends that either repeated irradiation or excision of 
the residual mass be attempted. 

Of the forty-two patients treated in this manner, 
eighteen were treated within the last eight months. 
Of the twenty-four others, thirteen (seven whose 
operability was doubtful) are apparently cured; 
six died of metastases, two are alive with metas- 
tases; two are alive with recurrences; and one died 
following a recurrence. 

The author believes that radium treatment 
promises results comparable with, or even better 
than, those of operation. Natuan N. Croun, M.D. 


Lee, B. J.: Results in the Irradiation of Mammary 
Cancer. Ann. Surg., 1928, |xxxviii, 26. 

Lee reviews the five-year results in 182 primarily 
operable and 173 primarily inoperable cases of mam- 
mary cancer which were treated at the Memorial 
Hospital, New York, by irradiation with or without 
surgery. 

The technique of the irradiation is discussed in 
detail with emphasis on its gradual improvement. 
Prior to 1920, only low-voltage roentgen-ray ma- 
chines were used for therapy and the irradiation was 
given in cycles of from four to six treatments. The 
breast and adjacent regions were divided into four or 
six areas and each area was treated on successive or 
alternate days until all had been irradiated. This 
type of treatment was sometimes given for months 
with little or no intermission between the cycles. 
The first set-up included a peak voltage of from 120 
to 135 kv., 5 ma. of current, an aluminum filter of 
from 3 to 4 mm., a focal distance of from 8 to 834 in., 
and a time of from three to six minutes. Later the 
focal distance was increased to 9 or 10 in. and the 
time to seven or eight minutes. 

A review of the early records revealed a consider- 
able latitude in dosage. In the cases of corpulent 
patients a large portal of entry was used and the 
focal skin distance was also increased if the tumor 
lay at a considerable depth. Superficial foci in the 
skin and subcutaneous tissues responded more read- 
ily to this form of therapy, and some of the deeper 
lesions showed considerable regression when repeated 
treatments were given over a long period of time. 

In 1921, the low-voltage technique was altered. 
The set-up then adopted was a peak voltage of 140 
kv., 4 ma. of current, an aluminum filter of 4 mm., 
a target-skin distance of from ro to 12 in., a fifteen- 
minute exposure, and an average portal of entry of 
300 sq. cm. This was a more effective depth dosage. 
By its use, more satisfactory and pronounced histo- 
logical changes were obtained in less time than 
before. 

In 1922, to approximate the intensity of radiation 
obtained by the new high-voltage machines, another 
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change was made. With the same peak voltage of 
140 kv., 4 ma. of current, an aluminum filter of 5 
mm., and an average portal of entry of 300 sq. cm., 
the focal skin distance was increased to 15 in. and 
the time to twenty-five minutes. The regressions of 
deep tumors obtained by this newer technique 
seemed more satisfactory than those obtained with 
either of the two previous methods. 

During the last five years, high-voltage therapy 
has been one of the methods used in the treatment 
of mammary cancer and the regressions obtained by 
its use have been more pronounced than any of those 
obtained by the low-voltage methods. The massive 
dose technique begun in Germany has had numerous 
adherents in America, but at the Memorial Hospital 
the so-called divided dose method has been consid- 
ered safer. The set-up used in the Memorial Hos- 
pital for high-voltage treatment has been a peak 
voltage of from 180 to 200 kv., 4 ma. of current, a 
filter of 4 mm. of copper and 1 mm. of aluminum, 
a portal of entry of about 300 sq. cm., a target-skin 
distance of 50 cm., and a time of exposure varying 
from sixty to eighty minutes. An exposure of sixty 
minutes delivers a suberythema dose and an expo- 
sure of eighty minutes produces a distinct erythema. 
The effect of the size of the diaphragm on the quan- 
ae of radiation reaching a given point is shown in a 
table. 

With regard to radium treatment the author states 
that clinical experience seems to indicate that the 
gamma rays of radium with their shorter wave 
lengths probably produce a different effect upon 
tumor tissue than that produced by the roentgen 
rays. At the Memorial Hospital, radium has been 
employed externally in the form of a pack or tray 
and interstitially in the form of glass emanation 
tubes or platinum needles. In the earlier years, the 
pack had an area of 70 sq. cm. and a filtration of % 
mm. of silver and 2 mm. of lead. It was placed at a 
distance of 6 cm. and the average dosage was 12,000 
mc.-hrs. It carried an amount of emanation varying 
from 1,200 to 2,500 mc., and the tubes were distrib- 
uted as uniformly as possible in the container. The 
pack used at the present time is filtered by 14 mm. 
of silver and 1 mm. of brass, equivalent to 2 mm. of 
brass. In the treatment of breast lesions and axillary 
and supraclavicular disease, the distance from the 
skin has been 6 cm. With the new pack the dosage 
was 8,000 mc.-hrs. at first, but later was increased to 
9,000, then to 10,000, and recently to 12,000 mc.-hrs. 
The best results with the 6-cm. pack have been ob- 
tained by cross-firing on either side of a breast tumor 
with a full erythema dose or by repeated treatment 
of supraclavicular nodes and large recurrences or, 
metastases of the chest wall. The most striking 
regressions have occurred when both high-voltage 
X-rays and the radium pack have been employed 
over identical areas with an interval of only two or 
three days between the treatments. 

The radium tray is a small applicator measuring 
4 by 6 cm. which is designed for the treatment of 
smaller lesions. The filtration is the same as for the 
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pack. The amount of radium available is usually 
1,000 mc. With a dosage of 3,000 mc.-hrs. at a dis- 
tance of 3 cm., a fairly full erythema is produced. 
The best results in the use of the tray have been 
obtained in recurrences of the chest wall, small pri- 
mary tumors of the breast, and metastases in the 
lower part of the axilla. This treatment is most 
effective when combined with high-voltage radiation. 

Glass emanation tubes have no filter except the 
glass. The implantation of such tubes into tumor 
tissue is accomplished by means of trocars with a 
minute metal plunger. One tube with a value of 
from 1 to 1.5 mc. is introduced into each cubic centi- 
meter of tumor tissue to be treated. A painful inflam- 
matory reaction is induced by the beta rays which 
the glass does not filter out, but some of the best 
results in primarily operable cases treated by radia- 
tion were obtained by this treatment. 

When larger tumors were to be irradiated, plati- 
num needles with a filtration of 0.4 mm. of platinum 
are introduced about 2 cm. apart. The dose now 
given is 700 mc.-hrs. per needle for the primary 
tumor and from 500 to 600 mc.-hrs. for metastases to 
the axillary nodes. The needles should never be 
introduced nearer the brachial plexus than 2 or 3 
cm., as otherwise an intractable and distressing 
neuritis may result. 

With regard to the general precautions in radium 
and roentgen-ray treatment the author states that 
great care must be taken in the cases of persons with 
a light complexion, those with red hair and a ruddy 
complexion, and those in poor general condition. 
The tolerance of adjacent normal tissues irradiated 
must be considered; also the fact that subcutaneous 
tissue atrophies after prolonged irradiation and that 
in the treatment of chest metastases the lung is 
irradiated and pulmonary fibrosis may result. The 
first roentgen technique used at the Memorial Hos- 
pital was sometimes followed by late skin changes in 
the form of telangiectases and ulceration, and in 2 
cases by a squamous-cell epithelioma. 

The histological changes in cancerous tissue in- 
duced by radiation are hyalinization of the connec- 
tive tissue, granular degeneration of the stroma, ob- 
literating endarteritis, granular degeneration of the 
cell cytoplasm, hyperchromatism, fragmentation of 
the nuclei, lymphocytic and plasma cell infiltration, 
necrosis, and, occasionally, calcification. 

The primarily operable cases reviewed are di- 
vided into Groups A, B, and C. In the 41 cases in 
Group A, which were treated by pre-operative 
irradiation, radical surgery, and postoperative irra- 
diation, a satisfactory five-year result was obtained 
in 39 per cent. In Group B, 76 cases treated by 
radical surgery and postoperative irradiation, a 
satisfactory five-year result was obtained in 35 per 
cent. In Group C, 45 cases treated by irradiation 
with or without palliative surgery, a satisfactory 
five-year result was obtained in 36 per cent. 

This comparison suggests that surgery combined 
with irradiation does not have any advantage over 
irradiation alone. However, the author believes 
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that a study of larger groups of cases for a longer 
period of time is necessary for definite conclusions. 
With regard to the irradiated cases the question 
arises whether the patients received adequate treat- 
ment since most of them were irradiated before 
accurate data for dosage had been accumulated. 

A comparison of the effects of radium and the 
roentgen ray indicates that radium is the more 
efficient agent. The best results were obtained in 
the treatment of small tumors in elderly women by 
the implantation of glass emanation tubes. 

Pre-operative radiation of mammary cancer has 
not been generally approved as it necessitates delay 
of surgical intervention, the irradiation hyperemia 
may cause more active bleeding, wound healing is 
rendered less satisfactory, and the end-results are 
not improved. Following pre-operative X-ray treat- 
ment at the Memorial Hospital, the operation has 
been delayed for three or four weeks. This delay 
seemed justified as the irradiation renders the tumor 
cells less viable and the tissues in the operative field 
less favorable for the growth of cancer cells left or 
disseminated at the time of operation. 

Less objection has been raised to postoperative 
radiation. This is given routinely at the Memorial 
Hospital. It has greatly increased the incidence of 
five-year results. 

An evaluation of irradiation in primarily inoper- 
able cancer of the breast was impossible until data 
were obtained regarding the course of the disease in 
untreated cases. Recently the desired information 
was supplied by Daland’s study of 100 untreated 
cases. When Daland’s cases were compared with 133 
primarily inoperable cases treated by irradiation at 
the Memorial Hospital it was found that the treated 
patients lived four months longer than the un- 
treated. However, there is still the question as to 
whether the irradiation was adequate as it was 
given before 1922. Fifty-nine per cent of Daland’s 
patients were fifty-five years of age or over, a time of 
life at which the disease is relatively benign, whereas 
only 41 per cent of the treated patients were at this 
favorable age. The benefits to be expected from 
irradiation of inoperable cancer are relief of the 
pain of the primary lesion and metastases to bone, 
the healing of superficial carcinomatous ulcers, im- 
provement in the general condition, and, in some 
cases, prolongation of life. C. O. Hempat, M.D. 


Wainwright, J. M.: Certain Principles of Breast 
Surgery Illustrated by Sections Showing 
Approximately the Entire Breast. Aflantic 
M.J., 1928, xxxi, 625. 

Rodman, J. S.: Development of the Modern 
Operation for Cancer of the Breast. Allantic 
M.J., 1928, xxxi, 629. 

Behrend, M.: Malignant Tumors of the Breast. 
Allantic M. J., 1928, xxxi, 631. 

Buchanan, J. J.: End-Results in Amputation 


of the Breast for Cancer. Aflantic M. J., 1928, 
xxxi, 634. 

WaInwriGut has for some time been studying mi- 

croscopic slides showing approximately the entire 


breast. His findings reveal many new facts in regard 
to the pathology of the breast which are of great im- 
portance in the surgical treatment of breast lesions. 

Some surgeons have maintained that it is not nec- 
essary to remove the large pectoral in cancer of the 
breast, provided the fascia is carefully dissected off. 
Others have maintained that it is proper to remove 
the major muscle, but not necessary to remove the 
minor muscle. Wainwright’s sections show definite 
involvement of the fascia overlying the pectoralis 
major and of the fascia between the two muscles, 
both of which groups would be left behind if the 
muscles were not removed. One section shows two 
small cysts and a carcinoma of about the same size, 
all three of which probably felt the same to the pal- 
pating finger. Dilated ducts with plugged orifices 
and epithelium under pressure immediately sur- 
rounding the cancer cells have been frequently ob- 
served. The slides demonstrate very clearly the 
spread of the cancer nodules along the connective 
tissue septa of the breast and underneath the skin, 
as described by Handley. 

Wainwright found also two benign tumors of the 
breast which were becoming carcinomatous. One 
was a cyst which had apparently been a typical blue- 
domed cyst. Its wall was everywhere thickened and 
entirely surrounded by an uninterrupted carcinoma- 
tous growth. In Wainwright’s opinion, the growth 
did not begin at one point and spread throughout the 
cyst from there, but occurred throughout the cyst 
wall at about the same time. The other benign tumor 
undergoing cancerous change was a typical intra- 
canalicular fibroma in which a small scirrhous carci- 
noma had developed. The remains of the fibroma 
could still be seen in the center of the carcinomatous 
mass. 

RopMaN states that the procedure for the removal 
of the breast for carcinoma is now about as thorough 
as it can be made. The mortality should not be more 
than 2 per cent. 

The development of this modern operation began 
in 1867 when Moore showed that cancer is at first a 
strictly localized process and recommended removal 
of the entire breast with the skin, fat, pectoral fascia, 
pectoral muscle, and enlarged lymphatic glands en 
masse. Moore’s recommendation was first accepted 
by German surgeons. In the United States, Gross 
was the first to be impressed by the German meth- 
ods. In the late seventies and the eighties, Gross was 
the only American surgeon who claimed to cure any 
cancer of the breast. When he was just carefully 
removing the entire breast and overlying skin, he 
obtained a three-year cure in about g per cent of his 
cases. Later, when he added routine axillary dissec- 
tion, he obtained a cure in 20 per cent. 

The next step was the description by Halsted anc 
Meyer of the modern operation with wide dissection 
and routine removal of both pectoral muscles. Hal- 
sted obtained a three-year cure in 34 per cent of his 
cases. 

The next step was Handley’s demonstration of the 
permeation of cancer along the fascial planes. Hand- 
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ley reported that he had obtained a three-year cure 
in 48 per cent of his cases. 

In 1908, Rodman, father of the author, described 
his technique in which the axilla is attacked first. 
Rodman’s statistics—a three-year cure in 72 per 
cent of cases and a five-year cure in 50 per cent—are, 
so far as is known, among the best statistics of cures 
of carcinoma of the breast that have been published. 

In the author’s opinion, further improvement in 
the results must await the discovery of the exciting 
cause of cancer and its treatment by methods other 
than surgery. 

BEHREND does not remove both major pectoral 
muscles in every case of breast cancer. He gives the 
following indications for conservative operation: 

1. The cases of patients between fifty-five and 
eighty years of age. 

2. Ulcerating breasts with known metastases to 
the glands of the axilla. In such cases the object is 
to remove the annoying and foul-smelling mass. 

3. Breast tumors which have already metastasized 
to the lungs and spinal column 

4. Rare malignant conditions of the breast. 

5. Bilateral carcinoma of the breast. 

6. Chronic cystic mastitis and cases in which mul- 
tiple operations have been performed for the excision 
of recurrent tumors. 

As a rule, only the breast is removed. No special 
effort is made to take away the fascia. If the glands 
are palpable, they are removed, but if no glands can 
be felt the axilla is not disturbed. Behrend advocates 
radiation before the operation and postoperative ra- 
diation for at least two years. 

BUCHANAN reviews the end-results of 247 consecu- 
tive operations for cancer of the breast that he per- 
formed more than three years ago. The operative 
mortality was 1.3 per cent. Thirty-four per cent of 
the patients remained well for three years and 29 per 
cent remained free from recurrence for more than 
five years. 

Twenty-one per cent of those with glandular in- 
volvement and 65 per cent of those without glandular 
involvement were cured. Accordingly, the chance of 
cure is three times as great when the axilla is not 
involved as when it is involved. 

The average length of time the growth was known 
to be present was one year, five months, and five 
days. Curiously, however, the incidence of cure was 
11 per cent higher among the patients who applied 
for treatment from one to thirteen years after the 
growth was first noticed than among those who came 
for operation within the first year. The only explana- 
tion of this fact is that the growths which had been 
present for a number of years were less malignant 
and slow to change than the others. 

Buchanan has records of only 33 cases in which 
X-ray therapy had been given. In 25 of the 33 cases, 
life did not seem to be prolonged by the treatment 
and death resulted from the cancer. Recent personal 
observation of cases subjected to postoperative irra- 
diation have also failed to increase the author’s con- 
fidence in this therapeutic measure. 


Buchanan emphasizes that in estimating the value 
of amputation of the breast for cancer by the end- 
results we must take into consideration the course of 
the disease without treatment. In some cases, cancer 
may run its entire course in three months, but in one 
case known to the author, death did not occur unti) 
twenty-two and a half years after the onset of the 
condition. Many patients who are believed to have 
been cured by operation may be affected by the 
slowly growing variety of cancer and even without 
treatment would survive until the development of an 
intercurrent disease. The pathologist has been un- 
able to recognize these differences in the clinical 
course of cancer. Little is known also with regard to 
resistance to cancerous disease. 

Harry Sarrzstern, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Stark, W. B.: Irrigations with Aqueous Solution: 
Their Effect on the Membranes of the Upper 
Respiratory Tract of the Rabbit. Arch. Oto- 
laryngol., 1928, viii, 47. 

In order to ascertain the effect of irrigating the 
nose with aqueous solution, the nasal fossa of 
twenty-four rabbits were irrigated with 0.9 per cent 
sodium chloride solution, tap water, or 2 per cent 
sodium chloride solution at a temperature of 40 
degrees C., and eight healthy rabbits were used as 
controls. From three to twenty-four irrigations 
were made daily. Examinations were made in some 
instances a few minutes after the last irrigation and 
in others after twenty-four hours. At necropsy, 75 
per cent of the rabbits irrigated were found to have 
a mucopurulent secretion in the nasal fossa and 
the paransal sinuses. When the examination was 
made from fifteen to twenty minutes after the irri- 
gation, the paranasal sinuses on both sides were 
found filled with the irrigating fluid, whereas when 
it was made twenty-four hours after the irrigation 
the sinuses were clear of irrigating fluid. Of the 
eighteen rabbits having mucopurulent sinusitis, the 
sinusitis was on the right side in three, on the left 
side in four, and on both sides in eleven. 

The reaction of the nasal mucous membrane to 
2 per cent sodium chloride solution and to tap 
water was more marked than the reaction to the 0.9 
per cent sodium chloride solution. Varying degrees 
of hyperemia with marked leucocytic infiltration, 
increased glandular activity, and an increase in the 
size of vacuoles and epithelial cells were noted 
both macroscopically and microscopically. 


Eiselsberg, A., and Sgalitzer, D. M.: The Surgical 


Importance of X-Ray Examination of the 
Trachea and the Bronchi. Surg., Gynec. & Obst., 
1928, xlvii, 53. 


With regard to the fluoroscopic examination of 
the trachea, the authors state that malacia of the 
cartilaginous rings is revealed by marked expan- 
sion of the trachea with increased intratracheal 
pressure such as is associated with coughing or 
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with abnormal narrowing of the trachea when the 
pressure is reduced as in the act of sniffling. 

For the introduction of lipiodol into the bronchi 
the authors have devised an intratracheal catheter 
which is inserted after cocainization of the larynx 
and kept in place during the examination and 
injection. The authors attach great importance to 
the relative time of bronchial filling and carry out 
the entire procedure under fluoroscopic control. 

Raven B. Betrman, M.D. 


Bendick, A. J., and Wessler, H.: The Azygos Lobe 
of the Lung. Am. J. Roentgenol., 1928, xx, 1. 


At times, a shadow has been noted roentgeno- 
logically in the apex of the right lung. It appears as 
a very fine convex line beginning at the apex and ex- 
tending downward to the hilum. In some cases, a 
depression is noted at the apex where the line begins 
and a dense ovoid shadow where it terminates. 

Velde, in 1927, and Hielms and Hutlin, in 1928, 
attributed the shadow to an accessory or azygos 
lobe of the lung. The authors have proved this 
assumption to be correct. At autopsy on two pa- 
tients whose roentgenograms had shown this shadow 
they found that the shadow corresponded to the 
fissure between the right upper lobe and the azygos 
lobe. The azygos vein occupied the lower part of the 
fissure and the dense ovoid shadow had been cast 
by its juncture with the superior vena cava. 

In neither of the two cases was the azygos lobe 
responsible for the patient’s death. However, the 
authors cite two cases in which its recognition was 
of clinical importance. They have seen fifty cases 
in the last fifteen years. 

Cuarves H. Heacockx, M.D. 


Fontaine, R., and Herrmann, L. G.: Experimental 
Studies on Denervated Lungs. Arch. Surg., 1928, 
Xvi, 1153. 

Fontaine and Herrmann undertook experiments 
to determine whether postoperative massive atelec- 
tasis is due to a disturbance of innervation. 

They state that there is considerable difference be- 
tween the innervation of the lungs in man and 
various animals used for experimental purposes. In 
general, however, two groups of nerves contribute 
to the innervation of the lungs. Those of one group 
come from the vagi and pass through the broncho- 
pulmonary and the recurrent laryngeal nerves. 
Those of the other group come from the middle 
cervical and stellate ganglia of the sympathetic 
trunks by way of the inferior cardiac nerves and the 
ansa Vieusseni. The vagus fibers originate in the 
dorsal nucleus of the vagus and pass directly to the 
hilum of the corresponding lung. The sympathetic 
fibers arise in the middle cervical and stellate gan- 
glia, together with the second and third thoracic 
sympathetic ganglia. 

In order to denervate the lungcompletely it is ne- 
cessary to remove the middle cervical ganglion, the 
stellate ganglion, and the second, third, and fourth 
thoracic sympathetic ganglia completely. In the 
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dog, the middle cervical ganglion is usually a part of 
the common vagosympathetic trunk, and in order 
to remove this ganglion it is necessary to sacrifice 
the vagosympathetic trunk on the affected side. 
By removing the sympathetic ganglion and 1 cm. 
of the vagosympathetic trunk on either side of the 
middle cervical ganglion, it is possible to interrupt 
the nerve supply to the lung of that side completely. 

In the authors’ experiments on dogs the approach 
was made through an incision in the second inter- 
costal space. The upper four thoracic ganglia as well 
as the stellate ganglion were isolated and the ante- 
rior and posterior branches of the ansa Vieusseni 
were divided. The middle cervical ganglion and the 
vagosympathetic trunk, including the origin of the 
recurrent laryngeal nerve, were also resected. 

Because of the anastomoses which occur from the 
opposite pulmonary plexus, the lung was probably 
not completely denervated even by this procedure, 
but as it was desired to have a normal lung for 
comparison with the denervated lung, the denerva- 
tion was not carried out on both sides. In a few 
animals in which the attempt was made to remove 
all of the fibers of the peripheral pulmonary plexuses 
on one side, necropsy revealed a few fibers which 
had not been divided. 

In ascries of ten dogs, the denervation of one lung 
was followed by little change in the respiratory 
movements or the rate or volume of the pulse and, 
except during the first two days after the operation, 
there was no change in the carbon-dioxide combining 
power of the plasma. 

To determine the effect exerted by emboli, a fixed 
suspension of lycopodium in acacia solution was 
injected into the left jugular vein. At necropsy, 
multiple abscesses were found throughout both the 
denervated and the normal lung and little micro- 
scopic difference between the two lungs was apparent. 
When one of the dogs was placed on the operating 
table to obtain a specimen of blood, he became 
deeply cyanotic, respiration ceased, and finally the 
heart ceased beating. A roentgenogram of the chest 
showed the diaphragm of the left side to be higher 
than it had been in the previous control roentgeno- 
gram. Necropsy showed a typical massive atelec- 
tasis of the entire left lung and a partial atelectasis 
of the lower lobe of the right side. All of the major 
and minor bronchi were dissected out, but no evi- 
dence of obstruction could be found. There was 
practically no secretiondn the bronchi. Microscopic 
examination showed the alveolar walls to be com- 
pletely collapsed. There was no cellular infiltration 
and no evidence of obstruction. 

The authors conclude that, like the heart and the 
blood vessels, the lungs have their own intrinsic 
nerve supply which is capable of functioning even 
when the extrinsic nerves are completely divided. 
This explains some of the failures to relieve asthma 
by operative procedures on the extrinsic nerves of 
the lungs. The radical operation recently advocated 
by Kuemmel for the relief of asthma, which consists 
in the intrathoracic approach and severance of parts 
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of the branches of the pulmonary plexus, the authors 
regard as inadvisable. Instead, they advocate the 
less radical procedure of removal of the stellate 
ganglion. ALTON OcusNeR, M.D. 


Renaud, Petit-Maire, and Miget: Open Drainage 
of the Pleura in Tuberculous Pleurisy (L’ouver- 
ture et le drainage de la plévre dans les pleurésies 
tuberculeuses). Bull. et mém. Soc. méd d. hép. de 
Par., 1928, xliv, 657. 


The authors report six cases of tuberculous em- 
pyema which were treated by open drainage and 
dakinization. In three cases, the purulent effusion 
had appeared in the course of artificial pneumo- 
thorax, and in two it had been treated by aspirations 
and the injection of gomenolated oil. In all, the 
condition had become progressively worse. In two 
cases the empyema complicated an ulcerative proc- 
ess in the lungs with pleural involvement. In one 
case, extensive and rapid pulmonary destruction 
with spontaneous rupture of the lung occurred and 
the patient died following operation. In all of the 
cases a simple intercostal drainage was performed. 
The five patients who survived show marked im- 
provement but none is cured and all have draining 
sinuses. Every few days a tube is introduced into 
the sinus and the cavity is irrigated. 

In the discussion of this report, BERNARD opposed 
this procedure as a routine method of treatment for 
uncomplicated tuberculous empyema. 

Frank B. Berry, M.D. 


Sergent, E., and Turpin, R.: The Clinical and 
Roentgenological Course of Two Cases of Puru- 
lent Tuberculous Empyema Treated by Re- 
peated Aspirations and the Injection of 
Gomenol; Final Obliteration by Adhesions 
(Evolution clinique et radiologique de deux 
pleurésies purulentes tuberculeuses de la grande 
cavité traitées par ponctions évacuatrices succes- 
sives suivies d’injections d’oléo-goménol; symphyse 
terminale). Bull. et mém. Soc. méd. d. hép. de Par., 
1928, Ixiv, 984. 

In the first case reported by the author, aspira- 
tion was done sixteen times in ten months with the 
total evacuation of 23,225 c.cm. of pus and the 
injection of 1,050 c.cm. of gomenol. At the end of 
that time the lung had re-expanded and was adher- 
ent to the chest wall. One year later the patient was 
still in good health. 

In the second case, twelve aspirations with the 
evacuation of 4,750 c.cm. of pus were done and 530 
c.cm. of gomenol were injected in a period of six 
months and at the end of that time the lung was 


partially re-expanded and adherent. 
result is not stated. 

In the discussion of this paper, DEMAssary re- 
ported a case treated by aspirations and the injec- 
tion of electrargol. The last treatment was given in 
1916, and although there was no re-expansion of the 
lung, the patient has since led a very active life and 
the tuberculosis is apparently arrested. 

Frank B. Berry, M.D. 


The end- 
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Myerson, M. C.: Perforations of the Gsophagus. 
Ann. Otol., Rhinol. & Laryngol., 1928, xxxvii, 545. 


Myerson reports twelve cases of perforation of the 
cesophagus from various causes and reviews some of 
the recent literature on the condition. Because of the 
danger of perforation, instrumentation such as ceso- 
phagoscopy should be done with great care. The 
introitus of the oesophagus is a particularly dan- 
gerous zone. 

Pain from foreign bodies located in the upper 
csophagus is frequently referred to the lower 
cesophagus. Perforations of the oesophagus in the 
cervical region are not always fatal. Two cases are 
reported in which the infection was walled off spon- 
taneously. All of the reported cases of perforation 
of the oesophagus in the thoracic portion of the 
«esophagus terminated fatally. 

B. Betrman, M.D. 


Richter, M. N., and Jaffe, H. L.: The Autoplastic 
Transplantation of Tissues into the Bone- 
Marrow Cavity. I. The Thymus. J. /xper. Med., 
1928, xlvii, 981. 


From experiments in which thymus tissue was 
transplanted into the bone-marrow cavity the au- 
thors draw the following conclusions: 

1. The thymus when transplanted autoplastically 
into the bone marrow undergoes complete but not 
abundant regeneration. 

2. The histological structure of the regenerated 
thymus is the same as that of the normal thymus. 

3. No metaplasia of the thymic round cells into 
myelocytes is to be noted. 

4. The regeneration of the bone marrow in the 
curetted cavity is not influenced by the presence of 
the thymus. 

5. The regeneration of the thymus is accom- 
panied by enclosure of the transplant in a fibrous 
and bony capsule which prevents its extensive de- 
velopment and causes it to undergo pressure 
atrophy. J. Frank Doucuty, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Masson, J. C., and Simon, H. E.: Vaginal Hernia. 
Surg., Gynec. & Obst., 1928, xlvii, 36. 

Vaginal hernix are rare. The number reported in 
the literature is surprisingly small and only five 
have been observed at the Mayo Clinic. 

As the symptoms are not characteristic, a diag- 
nosis is seldom made previous to surgical interven- 
tion. Frequently the true nature of the condi- 
tion is not recognized even at operation and the 
correct diagnosis is made only after the failure of 
one or more perineorrhaphies. Diagnostic errors 
can be avoided by careful examination. 

The etiology is not definitely known, but it seems 
justifiable to assume that congenital weakness of 
the muscles forming the pelvic floor may be the pre- 
disposing factor in many, if not all, cases. 

The treatment is surgical. Because of the varia- 
tions in the complicating pelvic conditions, the 
operation has not been standardized, but the prin- 
ciples of an adequate procedure are well defined 
and correspond to those governing the treatment of 
herniw elsewhere. 


GASTRO-INTESTINAL TRACT 


Laewen, A.: Volvulus of a Stomach with Perfor- 
ated Ulcers Due to Stretching in the Posterior 
Gastric Wall (Ueber einen Magenvolvulus mit 
perforierten Dehnungsgeschwueren der hinteren 
Magenwand). Deutsche Ztschr. f. Chir., 1927, ccvi, 
319. 

The author reports a case of idiopathic volvulus 
of the stomach. The pylorus with the antrum which 
was stretched out like a tube and with the duodenum 
was drawn along the lower border of the stomach 
toward the fundus and then across the body of the 
stomach anteriorly up to the right side of the cardia, 
where it was slightly adherent. The stomach was 
twisted 180 degrees on its longitudinal axis, and the 
transverse colon was markedly drawn upward. The 
stomach was extraordinarily large, containing over 
3 liters of fluid. 

Relief of the volvulus revealed somewhat marked 
gastroptosis and relaxation of the diaphragm, which 
were believed to have predisposed to the axial twist- 
ing of the stomach. The particularly noteworthy 
feature of the case was the perforation of the ante- 
riorly lying posterior wall of the stomach in two 
places near the curvature in the vicinity of two 
ulcers due to stretching, one of which had perforated 
into the transverse colon. 

The operative procedure consisted in elevation of 
the stomach in the region of the pylorus and of the 
lesser curvature by means of ruffling sutures in the 
thin lesser omentum, excision of both gastric ulcers, 


and suturing over of the perforation of the colon fol- 
lowed by primary closure of the abdominal cavity. 
Uneventful recovery resulted. KonjJetzny (Z). 


Alvarez, W. C., and MacCarty, W. C.: Sizes of 
Resected Gastric Ulcers and Gastric Carcino- 
mata. J. Am. M. Ass., 1928, xci, 226. 


Gastric ulcers larger than a quarter (2.4 cm. in 
diameter) and carcinomata smaller than a quarter 
are so rare that the physician with an average prac- 
tice may not see one for several years. 

Percentage distribution curves based on the areas 
of 638 resected gastric ulcers and 682 gastric carci- 
nomata show that 4 out of 5 benign ulcers are 
smaller than a dime (1.8 cm. in diameter) and g2 
out of roo such ulcers are smaller than a quarter 
(2.4 cm. in diameter). It is doubtful whether benign 
ulcers (excluding the gastrojejunal, the recurrent, 
and the syphilitic) ever grow much larger than a 
silver dollar (3.7 cm. in diameter). ‘Twenty-three 
per cent of the carcinomata resected at the Mayo 
Clinic are within the range of size of benign ulcers. 
On the basis of size alone there is 1 chance in ro that 
an ulcer smaller than a quarter is already cancerous. 
If an ulcer is larger than a quarter but smaller than a 
silver dollar, the chances are perhaps 2 to 1 that it is 
a cancer. If it is larger than a dollar, it is almost 
certainly a cancer. 

Of the 8 persons seen in the last eight years with 
histologically “benign” ulcers over 3.5 cm. in diam- 
eter, 5 died under circumstances that suggested the 
presence of recurrent carcinoma. Of the 68 persons 
with histologically malignant gastric lesions under 
3 cm. in diameter who were seen in the last eight 
years and were watched for at least two years after 
resection of a large portion of the stomach, more 
than half have died, many definitely or apparently of 
cancer. These observations, together with others 
discussed in the text, show that at the Mayo Clinic 
the fear of temporizing with gastric lesions can 
hardly be based on wrong diagnoses. While errors 
occur, they are not all in one direction and they can 
hardly be sufficiently numerous to alter the con- 
clusions reached in this article. 


Guilfoil, J. A.: Peptic Ulcer—with an Analysis of 
100 Consecutive Cases. California & Weil. 
Med., 1928, Xxix, 15. 

Of the 100 cases of peptic ulcer reviewed by the 
author, 92 were cases of duodenal ulcer and 8 were 
cases of gastric ulcer. Thirty-nine of the patients 
complained of night pains. In 2 cases there was no 
pain, the first indication of the condition being 4 
severe hemorrhage. All of the patients with gastric 
ulcer and 37 of those with duodenal ulcer gaye @ 
history of vomiting. 
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Twenty-six patients had had active hemorrhages 
resulting in anemia. In 36 cases occult blood was 
found in the stools, and in 38 cases the tests for 
blood were negative. 

Perforation occurred in 10 cases. Of the 8 cases of 
acute perforation in which operation was done, 
recovery resulted in 7. In the case in which recovery 
did not result the perforation was five days old 
when the patient was brought to the hospital. 

Of the 8 patients who had had previous abdominal 
operations for a condition other than ulcer, all had 
had an appendectomy. In several of the cases with 
a history of appendicitis, the appendicitis was acute 
and in 1 case it was of the gangrenous type. The 
appendicitis seemingly had no relation to the ulcer. 

Of the patients who returned on account of a 
recurrence of the symptoms of duodenal or gastric 
ulcer, 4 had undergone surgical treatment—1, five 
years; 1, four years; 1, three years, and 1, three 
months previously. Each of these 4 admitted dict- 
ary indiscretions. 

Surgery is rendered imperative in cases of ulcer 
by persistent pain, continued or recurrent bleeding, 
stenosis of the pylorus with retention, and perfora- 
tion. 

In the author’s cases the patient is placed at rest 
in bed, foci of infection are climinated, and a modi- 
fied Lenhartz diet is given. No drugs, not even 
alkalies, are administered. 

Howarp A. McKnicut, M.D. 


Lewisohn, R.: Late Results in Perforated and 
Gastroduodenal Ulcers. Ann. Surg., 1928, 1xxxvii, 


855. 
Little is yet known regarding the late results in 
perforated gastroduodenal ulcers. It is often 


. Stated that an acute perforation leads to complete 


healing of the ulcer, and one of the well-known pro- 
cedures in the treatment of chronic ulcers has been 
the production of an artificial perforation. 

Thirty-three patients who were operated upon 
for perforated gastroduodenal ulcers at Mt. Sinai 
Hospital, New York, in the period from rors to 
1925 were recently re-examined. Twenty of these 
patients had been perfectly well and free from 
gastric symptoms since the operation. 

X-ray examination in these cases led to the con- 
clusion that deformity of the bulb persists after 
operation and that its presence is not indicative of 
tecurrent ulcer. 

Eight of the ten patients who complained of 
tecurrent symptoms undoubtedly have a recurrent 
ulcer. These patients have seasonal attacks of 
epigastric pain, constipation, heartburn, and sour 
eructations. A number of them have been unable to 
return to work. One patient had pyloric stenosis 
and another had been subjected to three operations 
since the first one. 

In 39 per cent of the cases studied the closure of 
an acute perforation of a gastroduodenal ulcer with 
or without gastro-enterostomy failed to effect a 
cure of the condition. 
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In the cases in which a subsequent partial or 
subtotal gastrectomy had been done examination 
revealed another ulcer on the posterior wall of the 
duodenum which undoubtedly had been overlooked 
at the primary operation since in 50 per cent of the 
cases the ulcers are multiple. 

The author regards it as therefore apparent that 
simple suture of an acute perforation at the pylorus 
or in the duodenum fails to relieve the symptoms in 
a large number of cases. Every patient who has 
been subjected to conservative treatment should be 
watched carefully. If marked symptoms are still 
present from six to eight months after the operation, 
a partial or subtotal gastrectomy should be done. 

In conclusion, Lewisohn states that it may be 
advisable to attempt a radical cure also in cases 
which come to operation very early and in which in- 
fection has not spread beyond the immediate region 
of the ulcer. Wituiam E. SHackteton, M.D. 


Jopson, J. H.: Gastric Ulcer—Balfour Operation. 
Ann. Surg., 1928, Ixxxviii, 135. 


For the treatment of gastric ulcer, Jopson advo- 
cates the Balfour method of cautery excision and 
gastro-enterostomy. He rejects sleeve resection. He 
states that in a few cases gastro-enterostomy alone 
is followed by recovery, but excision alone is less 
beneficial. A combination of the two procedures 
with the use of the cautery for excision is superior 
in its results to either method. The cautery should 
not be used for puncture alone, but should be em- 
ployed as a cautery knife to remove the ulcer and 
its inflamed edges. 

The chief indications for this operation are 
ulcers on the posterior wall and lesser curvature of 
the stomach close to the oesophagus. 

Howarp A. McKnicut, M.D. 


Heaney, F. S.: A Series of Gastric and Duodenal 
Operations. Bril. M.J., 1928, i, 1055. 

Heaney reviews 183 consecutive cases in which he 
operated for gastric or duodenal ulcer in the last four 
years. He was able to determine the end-results in 
go per cent. There were 33 cases of acute perfora- 
tion, 65 cases of chronic duodenal ulcer, and 85 cases 
of chronic gastric ulcer. 

Of the 33 acute perforations, 18 were duodenal and 
15 were gastric. In these cases the operation con- 
sisted in repair of the perforation followed by gastro- 
enterostomy if the patient’s condition permitted the 
latter procedure. Gastro-enterostomy was done in 31 
of the 33 cases. Of the 19 patients who were re- 
examined a year later, the results were good in 18. 
In 1, the stoma was inadequate and it was enlarged 
at a second operation. In 4 patients with acute per- 
forations who were re-examined less than a year after 
the operation the results were good. Seven patients 
died in the hospital from peritonitis or pneumonia 
and 3 could not be traced. 

In the 65 cases of chronic duodenal ulcer the pro- 
cedure was gastro-enterostomy with removal of foci 
of infection. A history of appendiceal disease was 
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regarded as an indication for appendectomy. The 
results were good in 24 cases operated upon more 
than a year ago and in 29 in which the operation 
was performed less than a year ago. Two patients 
died in the hospital and 4 could not be traced. The 
remaining 6 patients had unsatisfactory results. 
Three of these 6 had chronic appendiceal disease, 1 
had a non-functioning stoma, and 2 developed a 
jejunal ulcer (1 after four years and the other after 
three years). Bothof the patients with jejunal ulcer 
were subjected to partial gastrectomy. 

Of the 85 cases of chronic gastric ulcer, the ulcers 
were small and there were no complications in 54. In 
this group the treatment consisted in gastro-enter- 
ostomy with or without excision of the ulcer, the 
latter depending upon the patient’s ability to with- 
stand the additional procedure. Two of the patients 
died in the hospital from pneumonia, 30 were in good 
condition more than a year after the operation, and 
20 were in good condition when examined less than 
a year after the operation. Two of the patients 
could not be traced. 

In 2 cases of gastric ulcer there was a pyloric 
tumor, but in neither was this neoplasm malignant. 
In 1 of these cases a Billroth II operation was per- 
formed with a good result. In the other, a Pélya 
operation was done, but the patient died from pneu- 
monia. 

In 10 cases of chronic gastric ulcer the ulcers were 
large and there were adhesions and erosions of neigh- 
boring organs. In 6 of these cases, a partial gas- 
trectomy was performed and in the others the ulcer 
was excised and a gastro-enterostomy was done. In 
1 case the ulcer recurred nine months after excision 
and a partial gastrectomy was then done. In 1 case 
death resulted from postoperative pneumonia, but in 
all of the other cases the results were good. 

There was r case of gastric ulcer in which the lesion 
was high up on the lesser curvature. Excision of the 
lesion and gastro-enterostomy were done with a 
satisfactory end-result. 

In 3 cases there were multiple ulcers. In 1 of these, 
gastro-enterostomy without excision of the ulcer 
gave an unsatisfactory result. In the two others, 
gastro-enterostomy with excision of the active ulcer 
and partial gastrectomy respectively gave a good 
result. 

In 2 cases the gastric lesion was complicated by 
cholecystitis. Gastro-enterostomy with cholecystec- 
tomy in 1t and cholecystectomy alone in the other 
gave a satisfactory end-result. 

In 7 of 10 cases of non-malignant hourglass stom- 
ach, gastro-enterostomy or partial gastrectomy gave 
a satisfactory end-result. The 3 remaining patients 
died from postoperative pneumonia, sudden col- 
lapse, and acute dilatation of the stomach respec- 
tively. 

Two cases were complicated by ptosis. In 1, gas- 
tro-enterostomy with Coffey’s gastrocolopexy and 
elevation of the falciform ligament of the liver gave 
a good end-result. In the other, a high gastro-enter- 
ostomy failed to give a satisfactory result. 


In the complicated cases the immediate mortality 
was high—3 deaths from postoperative pulmonary 
complications, 1 death from collapse, and 1 death 
from acute dilatation of the stomach. In the cases 
of the patients who survived, the findings of exami- 
nation after one year showed that all gastrectomies 
and gastro-enterostomies with excision of the ulcer 
gave good results. In 2 cases of gastro-enterostomy 
alone the results were unfavorable. 

In no case of ulcer, large or small, did cancer de- 
velop subsequently when the histological findings in 
the specimen removed at operation were benign. The 
immediate mortality in all of the groups was duc 
almost entirely to pulmonary complications. The 
midline incision was regarded as the most desirable. 

Manuet E. Licutenstetn, M.D. 


Braun, W.: The Surgical Treatment of Mechanical 
Intestinal Obstruction (Die chirurgische Be- 
handlung des mechanischen Darmverschlusses). 
Verhandl. d. Gesellsch. f. Verdauungs-u. Stoffwech- 
selkrankh., 1928, pp. 128. 140. 


This discussion of the surgical treatment of me- 
chanical obstruction of the intestines is based on the 
statistics in the author’s well-known work on ileus 
brought up to date. 

In 465 cases of ileus treated in the period from 
1903 to March, 1925, the mortality was 37.5 per 
cent. In the 34 cases in which operation was not 
done, there was only 1 death. In 71 cases of me- 
chanical obstruction treated in the period from 
April 1, 1925, to September 30, 1927, the mortality 
was only 25.3 per cent. Of these 71 cases, 53 were 
operated upon. In 26 cases of functional and indefi- 
nite disturbances of passage treated during the same 
period, only 3 of which were operated upon, there 
were 2 deaths. The cases are summarized in the 
table. 

In the cases of external incarcerated hernia which 
came to operation, the mortality was only ro per 
cent (7 per cent due to gangrene). 

The still high mortality in cases of intestinal 
obstruction is due to the fact that operation cannot 
always be carried out at the proper time. This is 
even more apparent in the recent statistics than in 
the older ones. In cases of invagination in young 
children, Suermondt’s mortality was 6.3 per cent 
when the operation was performed within the first 
twenty-four hours, 20 per cent when it was done in 
the next twelve hours, and 85 per cent when it was 
not performed until later. In cases of ileus operated 
upon before the onset of gangrene, the mortality is 
between 20 and 30 per cent, whereas in cases oper- 
ated upon in the stage of gangrene or perforation, it 
is about 66 per cent. The outcome is similar also in 
cases of obstruction from simple damming up. 

The necessity for early operation renders neces- 
sary an early diagnosis. First of all, a gastric lavage 
and an enema are indicated. If the condition is not 
sufficiently explained by the usual clinical methods 
of examination, roentgen examination, if possible, 
and perhaps, as a last resort, examination under 
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anesthesia should be done. Narcotics such as opium 
must be avoided before the examination has been 
completed. 

The author briefly reviews the diagnostic aids 
which can be obtained from the more or less rapid 
development of the disease picture, the history, the 
patient’s age, and the findings elicited by palpation, 
percussion, and auscultation, especially as regards 
the symptomatic triad of intestinal colic, stiffening 
of the gut, and increased active murmurs. Dam- 
ming back in the small intestine can be determined 
from the indican content of the urine and the fluid 
level in the roentgen picture. On the basis of such 
findings it is possible, in a considerable number of 
cases, to make an early diagnosis of mechanical 
obstruction and at the same time to decide as to its 
anatomical form, site, and character, determinations 
which are of great importance in the selection of the 
operation and its technique. The cases in which 
only a probable diagnosis of mechanical obstruction 
or a diagnosis of intraperitoneal irritation can be 
made constitute only about one-third of the total 
number. 

If a destructive intestinal obstruction can be 
demonstrated definitely or is probable, operation 
should be done at once. Operation is indicated also 
in advanced damming back in simple obstruction if 
a bowel movement cannot be obtained within a few 
hours by means of enemas and physostigmin or 
pituitrin. In cases of slight damming back in re- 
current or intermittent obstruction, the period of 
observation with the use of atropin and concentrated 
saline enemas may be somewhat longer, but when 


Not operated 
~~. Operated upon upon 


Type of obstruction 


Cured | Died | Cured| Died 
1. Constriction by bands. . 63 43 20 
2. Strangulation by bands. 14 5 9 
3. Internal strangulation. . 7 6 1 
Diaphragmatic hernia 3 I 2 
4. Kinking, torsion, and 
similar simple occlu- 
118 60 24 34 
5. Inflammatory mechani- 
cal occlusion. ....... 70 38 23 14 
6. Volvulus of small intes- 
35 20 
7. Cacal volvulus........ = 7 3 
8. Flexural volvulus. ..... 19 12 I 
4 3 
to. Invagination.......... 49 27 22 
11. Obturation from gall 
12 10 I 
Obturation from slight 
12, Compression (counted 
only since 1923)..... 10 5 2 3 
13. Inflammatory stricture 
of small intestine. . . . 18 Ir 6 I 
14. Constriction and occlu- 
sion in carcinoma of 
83 34 46* 2 I 
15. Functional disturbance 
of passage (since 
April 1, 1925) 
(a) reflex-toxic-in- 
flammatory....... 13 2 I 10 
(b) neuropathic. ... 5 5 
16. Indefinite occlusion. .. . 8 7 1 


*The majority of the patients died a long time after relief of the 
obstruction. 


there are persistent signs of obstruction, operative 
intervention is indicated. If the differential diagno- 
sis fluctuates between mechanical obstruction, on 
the one hand, and appendicitis, pancreatitis, or 
gastric perforation on the other, immediate opera- 
tion is indicated to clear up the diagnosis. 

Intestinal spasms which have proved refractory 
to internal treatment may be relieved promptly by 
simple laparotomy. The rare cases of intestinal 
spasms with marked damming back above the con- 
tracted area must be considered as mechanically 
constricting obstructions requiring operative evacua- 
tion of the intestinal contents. In the quite common 
disturbances of passage in hysterical persons and 
other neuropaths, operation is contra-indicated. 
The surgeon should beware of operating also in the 
toxically or reflexly produced secondary disturbances 
of passage associated with severe internal diseases. 

In peritonitic intestinal paralysis and intestinal 
atony, enterostomy is of value only when adhesions 
or local paralysis of isolated coils of intestine have 
simultaneously led to mechanical obstruction of the 
intestinal passage. In destructive obstructions the 
radical operation is indicated. In damming-back 
obstructions, the formation of an intestinal fistula 
is sufficient to overcome the danger to life and the 
obstruction may be excluded by entero-anastomosis 
or removed later. 

With regard to the treatment of constricting car- 
cinomata of the colon, it is generally believed today 
that the radical operation should not be performed 
in the stage of ileus. The author believes such a 
limitation of intervention is extremely important 
also in obstructions from kinks and compression. 

The operative procedure is greatly simplified 
when the site of the obstruction is determined be- 
forehand. When the site is known, it is possible, as 
in external hernial incarcerations, to attack the 
obstruction confidently and immediately without 
first undertaking a diagnostic investigation of the 
abdominal cavity and the intestine. In searching 
for the obstruction in not sufficiently clear cases and 
those in which the obstruction is not accurately 
localized, the author palpates first with the finger in 
the abdominal cavity and then examines one coil 
after the other, passing upward from an empty loop 
of intestine. Only when this is unsuccessful does he 
bring distended coils to the surface (without even- 
tration). 

In the destructive obstructions, emptying of the 
gut during the operation should be limited to cases 
with severe damming back and to cases in which 
resection is to be done. In the simple damming back 
form of obstruction the author confines himself at 
first to enterostomy or colostomy, provided the 
obstruction is not due to adhesions in the early 
stages which are easily liberated. If the findings at 
one of the sites of obstruction do not explain all of 
the symptoms, the possibility of a combination 
ileus must be considered. If a diagnosis of obstruc- 
tion from kinking or a tumor is made before the 
operation, the author does not perform a free lapa- 
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rotomy but confines himself to the relatively slight 
interference of enterostomy or colostomy which can 
be done under local anesthesia. 

The after-treatment consists in stimulation and 
the administration of large quantities of fluids sub- 
cutaneously and by rectum; possibly also intra- 
venous continuous drop infusions with the addition 
of adrenalin. For the stimulation of peristalsis, 
pituitrin, physostigmin, or hormonal may be given. 
The subcutaneous or intravenous administration of 
a 5 per cent glucose solution according to the method 
of Kausch replaces to a certain extent the lost 
anabolic substances. 

In conclusion the author states that the chief 
factors in the successful treatment of ileus are early 
diagnosis and early operation. Hintze (Z). 


Koehler, H.: The Relief of Intestinal Paralysis by 
Injections of Nicotin into the Celiac Ganglion 
(Zur Behebung der Darmparalyse durch Nicotin- 
injektionen in das Ganglion coeliacum). Verhandl. 
d. Gesellsch. f. Verdauungs- Stoffwechselkrankh., 
1928, p. 139. 

The splanchnic nerve terminates in the coeliac 
plexus. Its antagonist is the vagus which excites 
peristalsis and has its ganglion in the end-organ. In 
normal intestinal function, the normal balance of the 
impulses of these nerves is disturbed by centrally 
induced stimuli in one way or another. In paralytic 
ileus, both systems are influenced similarly by the 
toxins and probably remain balanced but at a lower 
level. 

Rosenstein’s suggestion that intestinal paralysis 
might be influenced from a central site, especially 
through the coeliac plexus, led the author to carry 
out a series of experiments with injections of nicotin. 
In experiments on rabbits, the injections were made 
into the coeliac plexus following a laparotomy. Doses 
up to 3 mgm. of the pure nicotin base were well borne 
by the animals, but larger doses were fatal. 

In clinical cases, the injection was made from be- 
hind, according to the method proposed by Kappis 
for splanchnic anesthesia, from 5 to 8 mgm. of the 
chemically pure nicotin base dissolved in 40 c. cm. 
of sterile water being used. The solution was pre- 
pared fresh each time. 

In twenty-seven cases, this treatment resulted in 
relief of the intestinal paralysis seventeen times after 
other remedies had failed. In some of the cases with 
negative results, ineffective nicotin derivatives were 
employed. The injection is followed immediately by 
severe pain in the region of the stomach. The patient 
feels the oncoming intestinal movements, and under 
certain conditions a gurgling noise can be heard even 
without the aid of the stethoscope. The passage of 
flatus or of thin, fluid faces then occurs immediately 
or after a few minutes. Subsequently it is possible 
to maintain the intestinal movements by ordinary 
laxatives. As the innervation of the covliac ganglion 
extends only to the splenic flexure, an enema is given 
after the injection to empty the lower portions of the 
jntestine. No injurious effects from this treatment 


have ever been observed. Evidently the nicotin acts 
by blocking the splanchnic nerve which inhibits peri- 
stalsis. With the injection method the dosage men- 
tioned, which is from one-tenth to one-twenticth of 
the toxic dose, is usually sufficient. The procedure 
has been used successfully for a year and a half. 

In the discussion following this report, Boas em- 
phasized that for some time before the occurrence of 
the classical persistent contractions of the intestine 
and a short time after the development of a mechan- 
ical obstruction there is a hypertrophy of the muscu- 
laris mucose above the obstruction which leads to 
local increases in tonus often lasting for only a few 
seconds. The latter can be felt by palpation of the 
filled intestine, but are never noticed by the patient. 
At the same time, a pronounced squirting sound can 
be heard in the same region. Persistent contractions 
of the intestine in the lesser pelvis can be easily felt 
also on palpation through the vagina. 

The various pituitary preparations available are 
not of uniform effectiveness. In acute paralysis of 
the intestine, intestinal irrigations with from 10 to 20 
liters of water to which soap, castor oil, and glycerin 
have been added are of value. These can be given 
with a double-barrelled irrigating tube. After the 
irrigation, the rectal tube should be left in place and 
the tube with the attached funnel led into a recep- 
tacle. In spastic paralysis of the intestine, atropin in 
doses of 2 mgm. each, repeated several times if nec- 
essary, may save life. 

KUTTNER reviewed a series of 406 cases of ileus 
which were treated on the medical and surgical divi- 
sions of the Rudolf Virchow Hospital in the period 
from January 1, 1923 to July 1, 1927. In 210 cases, 
the cause was an incarcerated hernia. The next most 
common cause was cancer of the intestine, especially 
cancer of the rectum or sigmoid flexure. Kuttner 
stated that when a tumor is palpable in the rectum, 
roentgenography with a contrast enema is absolutely 
necessary as occasionally a tumor located in the 
deeper portions of the descending colon or the upper 
portion of the sigmoid becomes invaginated into the 
rectum. However, in 3 of the cases reviewed, roent- 
gen examination with a contrast enema failed to re- 
veal a carcinoma high up in the rectum though the 
neoplasm was found later at operation for intestinal 
obstruction. Therefore in clinically suspicious cases, 
an exploratory laparotomy is advisable even when 
the roentgenographic findings are negative. 

Ileus from gall stones was found in only 3 cases. 
Renal stone colics may sometimes be confused with 
the symptoms of ileus, but the pains are more con- 
tinuous, though varying in intensity, and radiate 
along the ureter down to the bladder; the pain and 
tenderness are limited more to one side of the abdo- 
men; and during or soon after the attack red blood 
cells or at least their shadows are demonstrable in 
the urine. 

Gall-stone colic is seldom confused with ileus if a 
careful examination is made. Acute pancreatitis or 
pancreatic hamorrhage and necrosis can be differen- 
tiated from acute intestinal obstruction by the deter- 
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mination of diastase in the urine. This determination 
is best made in a portion of urine passed in the fast- 
ing state about half an hour after the passage of the 
night urine. A positive finding indicates disease of 
the pancreas, but the indication for operation de- 
pends upon the clinical picture as a whole. 

The picture of acute mechanical obstruction of the 
intestine may be simulated also by late perityphlitic 
abscesses perforating into the rectum (following dis- 
regarded attacks of appendicitis). Cases in which 
faecal masses lying in the rectum result in tenesmus 
with obstruction to the passage of stools and gas (for 
example, coagulated masses formed from old hamor- 
rhages from a peptic ulcer and, in old age, even with- 
out such causes) require manual evacuation. 

Among the causes of toxic paralysis of the intes- 
tine, grippe must be included with pneumonia, sepsis, 
diphtheria, and meningitis. Occasionally also trop- 
ical malaria causes the symptoms of ileus. 

Persons with neuropathic symptoms of ileus who 
subject themselves to a series of abdominal opera- 
tions, beginning usually with appendectomy, belong 
surprisingly often to those who care for the sick and 
many of them become morphine addicts or suicides. 

MUEHSAM reported that by experimental inter- 
changing of the beginning and end of the small intes- 
tine in a dog he demonstrated that regular antiperi- 
stalsis is possible. The dog lived for nineteen days 
with normal intestinal function and then died from 
an invagination. 

In the period from April 1, 1919, to August 31, 
1927, Muehsam observed 332 cases of ileus in his 
division at the Rudolph Virchow Hospital. Among 
these there were 162 cases of incarcerated hernia. 
Complete mechanical ileus was present in 142 cases, 
complete dynamic-paralytic ileus in 15 cases, and 
incomplete chronic ileus in 13 cases. In 280 cases of 
mechanical ileus operated upon (including hernia), 
the mortality was 39 per cent. In 7 cases of paralytic 
ileus no cause for the obstipation was found at opera- 
tion, and in 2 others in which operation was not per- 
formed, no cause could be found at autopsy. The 
ages of these patients ranged from fifty-three to 
seventy-two years. 

In 7 cases with peritonitis or thrombosis of the 
mesenteric veins, the mortality was 60 per cent. Of 
25 patients with ileus from adhesions, 19 had had a 
previous laparotomy, and of 16 patients with ileus 
from bands, 8 had had a previous laparotomy. Asa 
tule the first operation was for appendicitis with 
beginning or established peritonitis or for appendi- 
ceal abscess, a fact which serves as a warning that in 
acute appendicitis operation should be done early. 
Symptoms from adhesions often develop after very 
smooth and aseptic operations. Patients with such 
symptoms should be treated with pantopon and 
atropin instead of laparotomy. 

In 2 cases of megacolon, a fistula was made, once 
with a fatal outcome. Invaginations were observed 
also in elderly patients. One patient was sixty- 
seven years of age. In 1 case, the cause of the in- 
vagination was a neurofibroma of the intestine. 


In gall-stone ileus, the colic may sometimes be 
relieved by atropin. If operation is done, the stone 
should be pushed into an uninjured coil of gut if 
possible and removed from there through an incision. 

In incarcerated hernia, the treatment should be 
begun with a careful attempt at reduction. Of 162 
cases, reduction was possible in 12. 

GLAESSNER recommended for the early diagnosis 
of ileus the determination of indol in the expired air 
and examination for tyrosin-like bodies in the urine. 

HERMAN reported a case in which an abscess origi- 
nating from appendicitis displaced the transverse 
colon downward and thereby produced an incom- 
plete stenosis. The stenosis was relieved by opera- 
tion. 

FIscHER discussed the diagnosis and treatment of 
symptoms due to adhesions. He emphasized the im- 
portance of establishing the indications for laparoto- 
my by fluoroscopic examination with or without the 
use of a contrast medium. He stated that adhesions 
are the cause of postoperative symptoms in only a 
small percentage of cases. Conservative treatment 
should always be tried first. If no disturbances of 
passage in the form of stasis, binding of loops of 
intestines, or spasm are demonstrable in the roent- 
genogram, an investigation of psychic factors is indi- 
cated. 

HAEBLER reported on his earlier and more recent 
experiments which showed that in dogs in which the 
intestine is not blocked it is possible to produce 
symptoms of intestinal obstruction by filling the 
intestine with toxically changed material and that, 
on the other hand, animals with an occluded small 
intestine remain alive if the conditions for toxin 
formation are eliminated. This was cited as strong 
evidence in favor of the intoxication. theory. 

PRIBRAM reported that in the case of a patient 
who had continued to suffer from attacks of pain 
after 7 operations on the stomach and gall bladder 
and 1 operation for the separation of adhesions he 
extirpated the cocliac ganglion and in the two years 
since the operation on the coeliac ganglion the pa- 
tient has had no further attacks of pain, has been 
able to work, and has complained only of a sense of 
pressure after the ingestion of food. For the preven- 
tion of postoperative ileus, Pribram gives food rich 
in residue for two days, omitting purgation. Most 
patients so treated pass gas from eighteen to thirty 
hours after laparotomy and many of them have a 
spontaneous bowel movement. 

FINSTERER, on the basis of his own unfavorable 
experiences with the one-stage resection of carcinoma 
of the colon, recommends the several stage operation 
for this type of obturation ileus. In cases of double 
occlusion, the mortality ranges from 70 to 80 per 
cent, but.this is explained usually by failure to dis- 
cover the second occlusion and in some cases by a 
“‘Carcinom-Kombinationsileus” in the sense of Hoche- 
negg. The danger arising from the paralysis of the 
intestinal blood vessels and the “ hamorrhage into 
the abdominal blood vessels” following the relief of 
the intra-abdominal pressure at laparotomy is 
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increased by the fall in the blood pressure in deep 
anexsthesia. For this reason, Finsterer usually oper- 
ates under local or combined anesthesia, that is, with 
the induction of a short primary stage of ether anas- 
thesia at the time of the eventration and the search 
for the obstruction. Before the operation, pituitrin 
and an intravenous infusion of sodium chloride are 
given. This type of anesthesia is recommended also 
for elderly patients. 

SCHOENBAUER Claimed that there is proof of an 
antiperistalsis of the entire gut in the postoperative 
stage. In doubtful cases of ileus, fluoroscopic exami- 
nation is of value and often decisive. The adminis- 
tration of barium by mouth is hazardous. Schoen- 
bauer believes that in ileus the intoxication origi- 
nates in the peritoneum. 

HABERER emphasized that in arteriomesenteric 
occlusion of the duodenum a distinct fluoroscopic 
picture of the obstruction at the particular site can 
be obtained with only a slight amount of barium 
suspension. In carcinoma, acute intestinal obstruc- 
tion is by no means rare. It results from the incarcer- 
ation of faecal elements or from invagination of the 
tumor and the deeper portions of the gut. 

Scuwarz stated that for the visualization of tu- 
mors in the intestinal wall the patient must be turned 
in variousdirections during the fluoroscopic examina- 
tion and it may be necessary to repeat the examina- 
tion after several days. Even in the most urgent 
cases of ileus, the patient may be examined fluoro- 
scopically in at least a right or left lateral position 
for the demonstration of fluid, and it is often possible 
to give a contrast enema. In less urgent cases, the 
administration of half a glass of a viscid solution of 
the non-sedimenting citrobarium will reveal the sta- 
sis and characteristic ring structures on fluoroscopic 
examination after a few hours. Schwarz suggests 
that it might be well for persons seized with very 
severe abdominal pains to take a swallow of barium 
fluid at once in order that the contrast medium may 
reach the obstruction by the time the physician is 
consulted. Hintze (Z). 


Jewett, C. H.: Chronic Duodenal Ileus, with 
Especial Reference to Treatment. J. Am. M. 
Ass., 1928, xci, gt. 

Chronic duodenal ileus occurs most frequently in 
women of middle age with the asthenic habitus and 
a history of long continued indefinite gastro-intes- 
tinal disturbances. Severe symptoms are often 
associated with a loss of weight and a history of 
recurrent so-called bilious attacks, but there is no 
definite syndrome by which the condition can be 
recognized. 

The diagnosis is made by X-ray examination. 
The characteristic findings are dilatation of the 
duodenum with writhing and frequent waves of 
reverse peristalsis, puddling in the lower loop, 
tenderness over the area in which these phenomena 
are noted, and six-hour gastric retention. 

In most cases it is advisable to try non-operative 
treatment first. The patient should be kept in bed 


with the foot of the bed elevated. She should ‘be 
encouraged to lie on her stomach and right side for 
a part of the time and should assume the knee- 
chest position for ten minutes four or five times a 
day. The diet should be bland and concentrated. It 
should contain considerable cream and butter and 
should be of sufficient caloric value to cause a gain 
in weight. Gastric lavage toward the end of the 
day, abdominal massage, and the application of hot 
packs are of some aid. The operation usually indi- 
cated in these cases when non-surgical treatment 
fails is duodenojejunostomy. 
Joun H. Gartock, M.D. 


Bengolea, A. J.: A Case of Diverticulum of the 
Duodenum with Repeated Attacks of Jaundice 
(Un cas de diverticule du duodénum avec ictére a 
répétition). Bull. et mém. Soc. nat. de chir., 1928, 
liv, 726. 


The case reported was that of a woman forty- 
six years of age who had had two attacks of painless, 
afebrile jaundice which subsided under medical 
treatment. X-ray examination revealed a large 
stone in the gall bladder and the opaque rounded 
shadow of a diverticulum in the region of the second 
portion of the duodenum. At operation, the gall 
bladder was removed. The ducts were found to be 
free and no evidence of a duodenal diverticulum was 
seen. Two months later the jaundice re-appeared 
and the X-ray again revealed the juxta-Vaterian 
duodenal diverticulum. 

Such diverticula of the duodenum are rare, and 
jaundice associated with them is extremely rare. 
The author cites four cases from the literature in 
which changes in the biliary tract were accompanied 
diverticula of the second part of the duodenum. In 
two, there was jaundice; in one, autopsy revealed a 
dilatation of the common duct, and in one, hepatic 
cirrhosis and gall stones were present. . 

The jaundice in such cases may be due to com- 
pression of the bile ducts by the diverticulum, 
ascending cholangitis, or stenosing peridiverticu- 
litis. If it is due to compression of the bile ducts, 
operative removal of the diverticulum should be 
sufficient. However, in the presence of jaundice or 
when there is a history of attacks of jaundice, it is 
probably better to explore the common duct and 
establish external or internal biliary drainage. 

Leo M. ZimMeERMAN, M.D. 


Hertz, J.: A Study of Twenty-four Cases of Duo- 
denal Ulcer. (Etude de 24 observations d’ulcere 
duodénal). Bull. et mém. Soc. nat. de chir., 1928, 
liv, 837. 

Hertz reviews twenty-four cases of duodenal 
ulcer, considering briefly the anatomical, clinical, 
and therapeutic phases. At operation, all sutures 
were made with No. ooo vaselined catgut on a 
straight needle. Ten different types of operation 
were done. Sixteen of the patients are believed to 
be cured (although some of them were treated very 
recently); two developed fistule (one fistula ter- 
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minated fatally and the other closed); four were 
not benefited by the treatment; and two died. 
Leo M. Zimmerman, M.D. 


Judd, E. S., and Thompson, H. L.: 
An Analysis of Sixty-five Cases. 
Med., 1928, xi, 439. 


Megacolon: 


Minnesota 


Megacolon is defined as chronic enlargement of 
the colon. Primary and secondary types may be dis- 
tinguished. The history of megacolon is reviewed. 
In respect to the etiology of the primary type there 
seems to be an increasing tendency toward accept- 
ance of the neuropathic theory which is supported 
by diminished tendency to shock following radical 
operations on the affected colon and a favorable 
response to sympathetic ramisection and ramisec- 
tomy. The essential pathology of megacolon is 
enlargement or dilatation of the affected portion, 
usually with hypertrophy of the walls and some- 
times with elongation of the bowel. In the primary 
or idiopathic type, anatomical obstruction is not 
apparent; in the secondary form, obstruction is 
demonstrable. The principal symptoms are obsti- 
nate constipation and abdominal distention. The 
diagnosis is confirmed by fluoroscopic examination 
with the use of the opaque enema. 

Following surgical treatment, the incidence of 
cure ranges from 32 to 9o per cent, whereas follow- 
ing medical treatment it ranges from 1.5 to 25 per 
cent. Medical measures, however, have a definite 
place in the management of megacolon. In addi- 
tion to being adequate for a certain group of cases, 
they are essential in certain stages of the disease and 
in the preparation of cases for operation. Various 
palliative surgical procedures have been applied to 
megacolon. In secondary megacolon, removal of the 
obstruction is indicated. In primary megacolon, 
intestinal drainage may give adequate relief or may 
be employed as a preliminary procedure to radical 
removal of the affected bowel. The radical opera- 
tions applicable include complete or partial primary 
or secondary colectomy and simple exclusion of the 
colon. The most recent development in the treat- 
ment of megacolon is lumbar sympathetic gangli- 
onectomy and ramisectomy. 

Sixty-five cases of megacolon observed at the 
Mayo Clinic are analyzed. Eight were of the pseudo- 
megacolon or secondary type and fifty-seven of the 
idiopathic or primary type. In twenty-seven of the 
latter, medical treatment was employed, and in 
thirty cases surgical treatment was used. In two 
cases, lumbar sympathetic ganglionectomy and 
ramisectomy were performed. The results of surgical 
treatment were satisfactory. 


Case, J. T.: Colonic Diverticula. Am. J Surg., 
1928, iv, 573. 

Case makes a distinction between diverticulosis, 
the presence of diverticula without symptoms, and 
diverticulitis, in which there is an inflammatory 
reaction giving rise to symptoms. He suggests the 
following classification: 
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1. Diverticulosis. 

2. Diverticulitis: (a) enterospasm type, (b) 
hyperplastic type, and (c) pseudo-appendicitis type. 

In diverticulosis, small hernial protrusions are 
found on roentgen-ray examination. 

In the enterospasm type of diverticulitis there are 
only the symptoms of enterospasm sustained by con- 
stant irritation of the retained contents of the sacs. 

In hyperplastic diverticulitis the diverticula are 
close together and there is a tendency toward tumor 
formation because of the surrounding inflammatory 
reaction and the consequent growth of connective 
tissue. 

In the pseudo-appendicitis type of diverticulitis 
there is an acute inflammatory reaction about one 
or more sacs analogous to that occurring in acute 
appendicitis. Inflammation of an epiploic tag be-* 
longs with this type because of the frequency with 
which a diverticulum is included in the epiploic 
appendage. 

The early symptoms of the enterospasm type are 
the same as those of the early stages of many ab- 
dominal diseases, viz., vague abdominal distress, 
slight intestinal disturbances, and discomfort in the 
abdomen, particularly on the left side. Abdominal 
distention, colicky pains, fever, hyperleucocytosis, 
and other signs of either the obstructive or the 
pseudo-appendicitis type are absent, but there are 
the usual signs of chronic colitis. 

The obstructive type is characterized by long- 
standing constipation, sometimes with repeated 
acute attacks, colicky pains, the passage of small 
frequent stools or frequent impulses to move the 
bowels without good results, and usually a palpable 
tumor. As a rule the tumor is described as sausage- 
shaped and is intermittent. The appearance of a 
mass and its subsequent disappearance followed by 
its re-appearance within a few days is one of the most 
reliable signs of perisigmoiditis due to diverticulitis. 

In the pseudo-appendicitis type of diverticulitis 
there is usually a long history of the spastic diver- 
ticulitis with the sudden development of acute 
symptoms such as hyperleucocytosis, fever, pain, 
tenderness usually over the left side, muscular 
rigidity, constipation occasionally alternating with 
diarrhoea, and localized peritonitis. 

In the diagnostic investigation the segment in- 
volved and the nature of the lesion must be deter- 
mined. Sigmoidoscopic examination should be 
made, but because of the danger of rupturing a 
diverticulum care must be taken to avoid trauma. 
Trauma must be avoided both before and during the 
operation. Examination of the stools is not of great 
value because blood may be found in the faces in 
both diverticulitis and carcinoma, though it is more 
common in the latter. Of chief aid in the diagnosis 
is roentgen-ray examination with the barium meal 
and the opaque enema. 

In the roentgenology of diverticula, two notable 
advances have been made. The first was the detec- 
tion of the diverticula themselves (LeWald, Car- 
man, Case), and the second, the observation of 
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George and Leonard of a condition which they con- 
sidered almost pathognomonic of chronic diverticu- 
litis, an appearance of the colon similar to the pre- 
diverticular state described by Spriggs and Marxer. 
The author describes as a third observation of im- 
portance the displacement of the small intestinal 
coils upward and to the right. This phenomenon is 
noted before the colon is visualized and is due to the 
presence of the fat-laden sigmoid with swollen and 
oedematous or inflamed epiploic appendages. 

A filling defect with constriction suggests car- 
cinoma which may be co-existent with diverticula. 

The differential diagnosis of diverticulitis involves 
sigmoiditis, hyperplastic tuberculosis, carcinoma, 
actinomycosis, syphilis, appendicitis, certain pelvic 
conditions, faecal impactions, encysted foreign 
bodies, chronic abscess, fistula, and vesical tumor. 
The most important lesion to be differentiated is 
sigmoidal carcinoma in which loss of weight occurs 
early, pain is late, and tumor formation precedes 
pain and tenderness. The sigmoidoscope is not of 
much help except that when its findings are negative 
the condition is more apt to be diverticulitis than 
carcinoma. 

Prophylactic treatment calls for training of the 
colon to establish the habit of regular spontancous 
evacuation and hygienic measures to improve the 
intestinal flora. Increasing the intracolonic pressure 
by attempting to resist the desire for defecation, 
straining, and the use of copious enemas is to be 
avoided. In diverticulosis, these are the only pre- 
cautions necessary. 

The medical treatment of diverticulitis, when the 
disease is confined to the wall, consists of the prophy- 
lactic measures mentioned. When there are sec- 
ondary inflammatory manifestations, operation is 
to be considered, but it must be remembered that 
even a tender inflammatory mass may subside under 
medical treatment. The danger of perforation or 
abscess formation must be kept in mind. The 
hygienic plan includes attention to the general 
habits, the avoidance of overwork, discontinuance 
of smoking, a lactovegetarian diet with the addition 
of lactose or lactodextrin and an abundance of paraf- 
fin, and daily irrigation of the bowel with saline 
solution or malt sugar or lactodextrin enemas at low 
pressure. Violent and irritating treatment is dan- 
gerous. In acute conditions, malt sugar or glucose 
enemas under low pressure or 4 or 5 oz. of warm olive 
oil may be given. Purgatives are dangerous. The 
indication is for antispasmodics, especially bella- 
donna or atropin. Fruits containing small seeds 
should be avoided. Daily doses of bismuth subcar- 
bonate are of prophylactic value. Moynihan gives 
large doses of bismuth in the hope of subduing 
infection. 

Surgical procedures are indicated only in severe 
cases. When possible, resection of the diverticulum- 
bearing area should be done. When resection is pr+- 
vented by dense adhesions, a colostomy or exclusion 
operation must be performed. The adhesions are 
septic foci and their disturbance may result in acute 
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peritonitis. In the average case a colostomy or ex- 
clusion operation is the procedure of choice. When 
the tumor is not removable, the author prefers the 
exclusion operation. Persistent attacks of pain and 
tenderness in spite of medical prophylaxis, signs of 
threatened obstruction, a palpable tumor of the 
colon, frequent and painful urination with attacks 
of pain in the left iliac region, and symptoms of an 
abscess or peritonitis are definite indications for sur- 
gical treatment. Simple drainage may be sufficient 
for perforation with abscess or peritonitis, but a 
persisting tumor or obstruction demands explora- 
tion because of the danger of malignancy. 
Ten cases are reported with roentgenograms. 
S. M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Walters, W., and Bollman, J. L.: The Results of 
Accumulations of Bile Around the Liver: 
Clinical and Experimental Observations. J. 
Am. M. Ass., 1928, xci, 239. 

Walters and Bollman report the effect of an 
accumulation of bile between the liver and the 
diaphragm in a patient upon whom choledocho- 
duodenostomy was performed for the relief of 
obstructive jaundice due to a stricture of the com- 
mon bile duct. In spite of the fact that the stump of 
the duct above the stricture was accurately anas- 
tomosed to an opening made in the duodenum and 
was drained with a double strip of gauze, several 
hundred cubic centimeters of bile accumulated be- 
tween the liver and the diaphragm in a period of 
twelve hours. A syndrome characterized by an 
exceedingly rapid pulse rate, rapid respiration, 
coldness and dampness of the skin, and semi- 
consciousness resulted from downward displace- 
ment of the liver and interference with the circula- 
tion of the inferior vena cava. In the presence of 
this syndrome, the abdominal incision was opened 
to permit the escape of the bile. From 500 to 600 
c.cm. were evacuated. Immediate improvement 
occurred and was followed by uncomplicated 
recovery. 

The authors were able to show experimentally 
that downward displacement of the liver produces 
disturbances of the circulation in the inferior vena 
cava which resulted in changes in the blood pressure, 
the pulse rate, and the respiratory rate similar to 
those that occurred in the patient, and that the 
removal of the factors displacing the liver is fol- 
lowed, as in the case reported, by the return to nor- 
mal of the pulse rate, blood pressure, and respiratory 
rate, and the subsidence of objective symptoms. 

In a study of the relative rate of absorption of 
bile from the region of the liver, it was found that 
bile accumulating around the liver is rapidly ab- 
sorbed by the lymphatics of the diaphragm and can 
be detected in the lymph of a thoracic duct fistula 
from two to three minutes after its contact with the 
peritoneal surface of the diaphragm. This is in con- 
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trast to the relatively slow appearance of bile in 
fluid from such thoracic duct fistula when there is 
bile below the liver. 


Case, J. T.: Some Pseudovesicular Shadows and 
Other Pitfalls in Gall-Bladder Roentgenology. 
Radiology, 

Lockwood, I. H., and Skinner, E. H.: Cholecystog- 
raphy: An Analysis of 1,500 Cholecystographic 
Examinations with Correlated Clinical and 
Laboratory Findings, with Special Reference 
to Pernicious Anzemia, Myocardial Degenera- 
tion, Infectious Arthritis, and the Gastric 
Acid Content. Radiology, 1928, xi, 7. 

McCoy, C. C.: The Develo _— of Roentgeno- 
logical Examination of the Biliary Tract. 
Radiology, 1928, xi, 13. 

Oakman, C. S.: The Correlation of Cholecystog- 
a and the Barium Meal. Radiology, 1928, 


Kirklin,” B. R.: The Normal 
ee Radiology, 1928, xi, 34. 

Hirsch, I. S., and Taylor, H. K:: **Gall and Gall- 
Bladder Diagnosis: A Critical Review of the 
Roentgenological Diagnosis of Gall-Bladder 
Disease. Radiology, 1928, xi, 37. 

Silverman, D. N., end} Denis, W.: On the Relation- 
ship of Gall-Bladder Emptying to Ingested 
Fats. Radiology, 1928, xi, 45. 

Levyn, L., Beck, E. C., and Aaron, A. H.: Chole- 
cystography in the Late Months of Pregnancy. 
Radiology, 1928, xi, 48. 

Newcomer, N. B., Newcomer, E., and Conyers, C. 
A.: Conclusions Based upon the Routine 
Intravenous Administration of Sodium Tetra- 
Iodophenolphthalein in Gall-Bladder Diag- 
nosis. Radiology, 1928, xi, 56. 


CasrE: A small ovoid shadow seen in the right 
upper quadrant of the abdomen on direct examina- 
tion of the gall bladder without the aid of cholecys- 
tography is probably not due to the gall bladder. 
This is borne out by the fact that such a shadow is 
often seen in persons from whom the gall bladder 
has been removed and by the fact that the gall 
bladder visualized by the Graham method does not 
coincide with the shadow formerly supposed to 
represent the gall bladder. The ovoid shadow is 
usually due to the first part of the duodenum, an 
unusual arrangement of one of the smaller lobes of 
the liver, or the pyloric end of the stomach. 

Both normal and pathological gall bladders can 
be visualized in the roentgen film. 

Lockwoop and SKINNER: In cases presenting 
symptoms of gall-bladder disease the gastro-intes- 
tinal tract should be investigated. The most satis- 
factory information can be obtained by direct 
roentgen examination of the gall bladder, cholecystog- 
raphy, and a series of roentgenograms of the gastro- 
intestinal tract. 

Cholecystography demonstrates the ability of the 
gall bladder to concentrate the bile that enters it. 
The reduction of a filled gall bladder after a fatty 
meal may be regarded as an index of function. In 
cases with total absence of a gall-bladder shadow, a 
diagnosis of gall-bladder disease is justified only 
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when there is clinical evidence of such disease and 
the barium-meal findings are negative. 

Cholecystography by the oral method in 1,500 
cases was found most satisfactory. ‘There is no 
contra-indication to the oral administration of the 
dye except perhaps marked pyloric obstruction. 
Hyperchlorhydria and achlorhydria do not interfere 
with the gall-bladder shadow. Pernicious anaemia is 
complicated by gall-bladder disease in 70 per cent 
of cases. Of the cases of myocardial degeneration 
examined, 71 per cent presented evidence of gall- 
bladder disease and definite electrocardiographic 
findings. Of the cases of infectious arthritis, a 
pathological condition of the gall bladder was found 
in 69 per cent, and 15 per cent of the latter showed 
stone. The gall bladder may be one of the foci of 
infection in arthritis. ; 

McCoy: While disease of the biliary tract is 
apparently as old as man himself, operation was 
first performed on the gall bladder in 1867. The 
history of gall-bladder roentgenology may be 
divided into six periods: (1) the pre-stone period, 
from 1895 to 1899, (2) the period of occasional 
stone, from 1899 to 1913, (3) the period of stone 
statistics, from 1913 to 1924, (4) the period of in- 
direct signs, from 1911 to date, (5) the gall-bladder 
shadow period, from 1915 to 1925, and (6) the period 
of cholecystography, from 1924 to date. 

In the pre-stone period, efforts were made to 
demonstrate gall stones in the living by means of 
roentgenograms, but were usually unsuccessful. 
They proved, however, that isolated gall stones can 
be visualized in the roentgen plate. 

In the period of occasional stone, the general view- 
point seemed to be that while gall stones might 
occasionally be shown in roentgen plates, the 
rarity of this occurrence made useless any syste- 
matic search for stones. 

The period of stones statistics was characterized 
by emphasis upon care in the technique of the 
examination and the differential diagnosis of the 
gall-bladder shadows from other abdominal shad- 
ows, and revival of the belief that the roentgenolog- 
ical search for calculi is a worthwhile procedure. 
This change was due to the observation that biliary 
calculi may be found in an appreciable percentage 
of persons subjected to roentgenological examina- 
tion of the abdomen. 

In the period of indirect signs, it was found that 
the presence of gall-bladder lesions could be inferred 
from variations in the form and behavior of the 
gastro-intestinal tract such as pressure effects, 
traction effects on the stomach, duodenum, and 
colon, and reflex effects manifested by alterations 
in function instead of distortions in anatomy. 

The gall-bladder shadow period was character- 
ized by the assumption that when the gall bladder 
can be visualized it is pathological. ‘This theory 
has been the subject of much controversy. Most 
gall-bladders removed at operation are found to be 
pathological, at least on microscopic examination. 
A severely diseased gall bladder is no more likely to 
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produce a shadow than a gall bladder with only 
slight pathological changes. 

The age of cholecystography began with the dis- 
covery by Graham and Cole that the calcium salt 
of tetrabromphenolphthalein introduced into the 
body is devoid of toxic effects and is excreted in the 
bile. With the perfection of cholecystography, 
the indirect signs became of less importance. 
This most recent method of gall-bladder study has 
obtained wide acclaim as an aid in clinical diagnosis 
and has increased our knowledge of gall-bladder 
physiology and pathology. 

Oakman: In cholecystography, faintness or 
absence of a shadow suggests gall-bladder disease, 
but a positive shadow does not necessarily mean 
that the gall bladder is normal. Approximately 25 
per cent of dye-filled gall bladders are found to be 
pathological. 

Cholecystography and barium-meal examination 
may be easily combined. ‘The dye is given orally 
the evening before the examination and the first 
gall-bladder exposure is made twelve hours later on 
a film large enough to include the caecum in order 
to register undissolved dye and large enough to 
include an abnormally low gall bladder. If no 
shadow is obtained, several further exposures are 
made at once on smaller films. The barium meal 
is then given according to the usual technique. At 
noon, another gall-bladder exposure is made. If 
the morning film has shown a good dye shadow, the 
noon film will usually show a good shadow and will 
furnish additional information as to the relation of 
the gall bladder, stomach, and duodenum. 

A fatty meal is given at 2 p.m. and a final film is 
made at 4 p.m. to determine the emptying power of 
the gall bladder. The ingestion of food at 2 p.m. 
does not give rise to any misinterpretation at the 
six-hour barium-meal test. A  twenty-four-hour 
film is made on the following morning, and occa- 
sionally a persistent gall-bladder shadow is noted 
at that time. 

In the cases reviewed, the X-ray diagnosis was 
confirmed at operation in 97 per cent. 

In the 143 cases in which a normal cholecysto- 
graphic response was obtained, no diagnosis of gall- 
bladder disease was ventured although in some of 
them indirect signs of such disease were noted. The 
barium meal cannot yet be omitted in our efforts to 
detect gall-bladder lesions. 

KrirKLIN: When the cholecystographic dye is 
given orally, a normal response to the test indicates: 
(1) satisfactory absorption of the drug into the cir- 
culation, (2) excretion of the dye with the bile, (3) 
patency of the hepatic and cystic ducts, (4) a 
properly functioning resistance mechanism at the 
terminus of the common duct, and (5) ability of the 
cystic mucosa to concentrate the bile. 

The cholecystogram should be first interpreted 
without any knowledge whatever of the clinical 
facts, but the final diagnosis should rest upon a 
correlation of all of the evidence gathered by both 
the clinician and the roentgenologist. 


Positive cholecystographic diagnoses are accurate 
more frequently than negative diagnoses. 

Cholecystitis without stones is not incompatible 
with a normal cholecystogram, and attempts to 
diagnose pericholecystic abnormalities by chole- 
cystography are seldom successful. 

The normal cholecystographic response is of 
value in ruling out gall stones. The presence of 
stones is usually obvious. 

While the gall bladder is supposed to be very 
sensitive to reflex disturbances, its behavior in the 
cholecystogram is apparently seldom affected by 
duodenal ulcer, chronic appendicitis, or pelvic dis- 
orders. 

Hirrscu and Tayior: It is worthy of note that 
in the three years since the publication of the first 
article on cholecystography by Graham and Cole 
the diagnostic value of the method has not been 
standardized. Graham’s conclusions that a patho- 
logical condition of the gall bladder is correctly 
diagnosed by means of the procedure in 97 per cent 
of cases and a normal condition of the gall bladder 
is correctly diagnosed in 74 per cent is not yet justi- 
fied since, to date, there is no unanimity of opinion 
as to the best technique or the most reliable criteria. 

The absence of a gall-bladder shadow does not 
prove that bile is not present in the gall bladder, nor 
does it indicate a pathological condition of the gall 
bladder. Even in the presence of stones, the gall 
bladder may fill and empty normally. All that can 
be inferred from the continued absence of a shadow 
is that there is an impairment of the interchanges of 
bile in the gall bladder. 

A delay in the filling of the gall bladder with dye 
or the late appearance of the shadow is not of any 
important significance as pathological conditions of 
the gastro-intestinal tract or liver may easily 
account for these phenomena. Generally speaking, 
of every 100 pathological gall bladders, 40 will 
show a dense shadow, 40 will show no shadow, and 
20 will show a shadow with less than the maximum 
density. 

Delayed evacuation of the dye is said to indicate 
a disturbance of motor function of the gall bladder 
and therefore to be a sign of disease, but in the ma- 
jority of cases reported in which there was delayed 
emptying—that is, a residue after two and a half 
hours—the gall bladder was found normal. 

Scarcely 10 per cent of adhesions involving the 
= bladder can be determined by cholecystography 
alone. 

The contribution of cholecystography to the de- 
tection of calculi is based on two findings, irregular- 
ity in the density of the shadow and negative shad- 
ows. Both of these findings are subject to error and 
the percentage of detectable calculi is not above 60. 
There seems to be general agreement, however, that 
cholecystography has increased the percentage of de- 
tectable calculi and may be of great value in the 
treatment of the early stages of gall-bladder disease. 

The typical cases of gall-bladder disease which 
present a typical history, typical findings, and typ- 
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ical X-ray signs have always been correctly diag- 
nosed. Cholecystography may reveal evidence of 
physiological disturbance in the absence of gross 
changes. 

SILVERMAN and Dents: In 1922, Boyden pointed 
out that the ingestion of fats causes a rapid expulsion 
of bile from the gall bladder. Later, Silverman and 
Menville substantiated this finding by cholecysto- 
graphic studies. 

With regard to the mechanism of the stimulation 
of the gall bladder by ingested egg yolk, Boyden 
states that his latest experiments indicate that the 
gall-bladder musculature does not respond to the 
presence of food in the gastro-intestinal tract unless 
digestion and absorption have occurred, and that the 
gall bladder is subject to both nerve and hormone 
control. 

Examinations of persons with a normal gall blad- 
der by cholecystography after the ingestion of fats 
revealed no increase in the blood fat at the time the 
gall bladder was emptying. It therefore appears that 
while ingested emulsified fats produce emptying of 
the functioning gall bladder, the absorption of di- 
gested fats bears no relationship to the emptying of 
the gall bladder. 

LEvyNn, Beck, and AARon: It is well known that 
gall-bladder disease occurs more frequently in women 
who have borne children than in those who have 
not. The etiological factors advanced for the occur- 
rence of gall-bladder disease during pregnancy are 
pressure, infection, and deposits of cholesterol in the 
gall bladder. 

In the cases of 17 primipara, the intravenous in- 
jection of tetra-iodophenolphthalein had no harmful 
effect on the mother, the fetus, or the course of the 
pregnancy. In 10 of these cases the concentration of 
the dye and the emptying of the gall bladder were 
normal, but in 7 the gall bladder was not visualized. 
The absence of a gall-bladder shadow did not appear 
to be due merely to the pressure of the large uterus. 
In all cases the gall bladder occupied a high position 
in the abdominal cavity. 

Morning sickness during pregnancy occurred more 
frequently when the gall bladder was not visualized, 
but the series of cases was too small to warrant con- 
clusions from this observation. 

Biliary tract disease in pregnant women is of meta- 
bolic origin rather than the result of the effects of 
mechanical pressure. It would seem advisable, dur- 
ing pregnancy, to give a properly balanced fatty 
meal daily to stimulate emptying of the gall bladder 
and prevent bile stagnation with possible cholesterol 
precipitation and stone formation. 

NEWCOMER, NEWCOMER, and Conyers: As there 


are numerous sources of error in the visualization of ° 


the gall bladder by the oral method, it is difficult to 
draw definite conclusions from this procedure. 

The discomfort and reactions after the dye is given 
are about equal whether the oral or the intravenous 
method is employed. The reactions following the 
intravenous method are caused by the contraction of 
involuntary muscle due to the phenolphthalein pres- 
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ent in the dye, and it is questionable whether the dve 
should be given to pregnant women or patients with 
advanced cardiac disease. The chief objection to the 
intravenous method is the danger of local phlebitis 
at the point of injection in the vein of the arm. The 
oral method is particularly likely to cause nausea, 
vomiting, and diarrhoea, but while these sequela are 
distressing, they are never dangerous. To empty the 
gall bladder, a normal meal of solid food rather than 
a meal rich in fat should be given as it is the pressure 
of solid food in the antrum and cap against the gall 
bladder that helps to empty that organ. 

Following the use of the intravenous technique, a 
normal gall bladder will fill in six hours, will empty 
from one-half to two-thirds in eight hours, and will 
empty completely following a normal meal. 

The routine intravenous administration of sodium 
tetra-iodophenolphthalein in office practice is safe 
and extremely accurate in indicating the extent of 
gall-bladder disease. Cyrit J. Giaspet, M.D. 


Edelmann, H.: Th? Bacteriology and Anatomy of 
Gall Bladders Removed at Operation for 
Cholelithiasis (Ueber die Bakteriologie und 
Anatomie operativ entfernter Steingallenblasen). 
Beitr. 2. klin. Chir., 1928, cxlii, 73. 

This article is based upon 130 extirpated gall 
bladders which, together with the stones they con- 
tained, were subjected to histological and bacterio- 
logical examination. 

In agreement with Luetkens, Edelmann distin- 
guishes, in addition to the normal type, a “connec- 
tive-tissue-poor or ptotic gall bladder” (pendulous 
gall bladder) and a “‘ parenchymatous gall bladder,”’ 
t he walls of which are stiffened by connective tissue. 

he majority of the gall bladders examined repre- 
sented a low grade of the type which is poor in con- 
nective tissue. 

On histological examination, the musculature of 
the fundus of the gall bladder was found either 
hypertrophic or normal. In some cases there was 
an infiltration of connective tissue. The muscula- 
ture was hypertrophic in more than half of the 
cases; in only a few were the muscular elements 
reduced. The elastic fibers were most abundant in - 
the tunica fibrosa, the serosa, and the subserosa. In ~ 
the submucosa and intramuscular connective tissue 
they were few. In abowt 25 per cent of the cases, 
elastic filers were almcst entirely absent in the layers 
mentiond. Edelmann is of the opinion that the 
elastic fibers in the gall bladder itself have an unim- 
portant influence on the mechanical function of the 
organ but offer great resistance to overdistention. 
He bases this opinion chiefly on the views of Ranke, 
who ascribes to the elastic fibers an extensibility 
in addition to the power of adding considerable 
strength to the tissues. Most gall bladders of the 
type poor in connective tissue have few elastic 
fibers. 

Contrary to conditions in the fundus of the gall 
bladder, the elastic fibers in the neck of the gall 
bladder were located mainly in the muscular coat. 
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TYPES AND LOCATION OF BACTERIA IN GALL BLADDERS 
Staphylo- | Bacteriu Si hytic Paratyphoid Hay Friedlaender 
Streptococci] | Bhactllus | bacillus bacillus 
o o o o o o 
Gall-bladder wall. . 18.57 34.28 8:59 
1.42 12.85 4.28 2.85 2.85 1.42 1.42 
Stones. ..... 1.42 1.42 
Total. . 29.99 35.70 14.27 5.70 2.85 2.85 1.42 1.42 8.57 


This was the case in the gall bladders that were free 
from stones as well as in those that contained stones. 
In chronic inflammation and in simultaneous dilata- 
tion of the gall bladder, the number of elastic fibers 
was greatly reduced. 

In many cases the mucous membrane was entirely 
absent and had been replaced by connective tissue. 
In some of the specimens, pseudoxanthoma cells 
were found in the submucosa, and in many of them 
they were present also in the intramuscular connec- 
tive tissue. In very rare instances, chiefly cases in 
which there are phlegmonous changes in the gall 
bladder, glycogen was found in the muscularis and 
the fibrous coat. 

In 5 of the 150 cases the cystic duct was occluded 
by an incarcerated stone. In 12 others, occlusion 
had probably been present at some time. In none 
of the 150 cases had there been an organic obstruc- 
tion to the bile flow. 

Seventy gall bladders were subjected to a thor- 
ough bacteriological examination. Bacteria were 
present in the gall bladder or its contents in 74.28 
per cent. In 61 per cent they were found in the gall- 
bladder wall, and in 39 per cent in the bile. In only 
3 per cent could they be demonstrated in the gall 
stones. Of the 4 cases of puncture of the chole- 
dochus, the findings were positive in only 3. When 
bacteria were demonstrable in the choledochus they 
were found also in the bile. The bacterial findings 
are summarized in the table. 

Staphylococcus infection was the most common, 
but infection by the streptococcus was also frequent, 
especially in the bile. In the wall of the gall bladder, 
streptococci were considerably rarer than staphylo- 
cocci. The bacterium coli was never discovered in 
the wall. In contrast to Gundermann, who found 
paratyphoid bacilli chiefly in empyemata of the gall 
bladder with purulent ulceration of the wall, Edel- 
mann was able to demonstrate the paratyphoid 
bacillus twice in engorged gall bladders. Mixed in- 
fections were found in only 4 cases. In 3, the bac- 
terium lactis aerogenes was associated with strepto- 
cocci and the bacterium coli, and in 1 case, diplococci 
were found with streptococci. 

Edelmann is of the opinion that straphylococcus 
infection and infection by typhoid, paratyphoid, and 
hay bacilli are of hematogenous origin. The strepto- 
cocci may enter the gall bladder also by way of the 
lymph channels of the bifurcations of the portal 


vein. It is not possible to determine the type of the 
infection from the pathologico-anatomical and his- 
tological pictures. 

Most of the stones found were combination stones 
of the variety described by Aschoff. Radial choles- 
terin stones were found in 7 of the 55 calculous gall 
bladders. The earthy, hard, pigmentary stone was 
the rarest. With regard to the genesis of cholesterin 
stones, Edelmann agrees with Stern that isolated 
precipitation of cholesterin with the direct or in- 
direct aid of micro-organisms has been proved. 

Lorne (Z). 


MISCELLANEOUS 


Snell, A. M.: Problems in the Treatment of 
Patients with Ascites. Med. Clin. N. Am., 1928, 
xi, 1419. 

In the study of patients with ascites, functional 
tests of the liver are of importance since in at least 
go per cent of cases of ascites due to liver disease 
there is considerable dye retention. If the test is 
negative, attention will be focused on other possi- 
ble causes of the condition. 

The new diuretics, ammonium salts and mer- 
baphen, may be of considerable aid in the diagnosis 
as well as of value in the treatment. If the abdomen 
does not assume a batrachian contour after moderate 
diuresis, one can be reasonably sure of the presence 
of encysted fluid, tumor masses, or sufficient thick- 
ening of the peritoneum to sustain the ascitic fluid 
against the force of gravity. 

Patients with polyserositis are particularly good 
subjects for the ammonium salt-merbaphen treat- 
ment and should be subjected to such ‘medical 
tapping” before paracentesis is done. The author 
cites five cases in which excellent results were ob- 
tained by diuretic treatment. 

In portal cirrhosis of long duration the response 
to diuretics may be indifferent or poor; following the 
administration of ammonium salts and merbaphen, 
toxic symptoms frequently develop and the course 
of the disease may be accelerated. In certain cases 
of cirrhosis under observation for long periods, a 
progressive decline in the effectiveness of diuretic 
remedies has been a feature. It therefore seems 
justifiable to assume that a poor response to 
diuretics or the development of toxemia under 
treatment may be of great prognostic significance. 
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UTERUS 


Fleming, A. M.: The Intrinsic Nervous Mechanism 
of the Uterus. J. Obst. & Gynec. Brit. Emp., 1928, 
XXXV, 247. 


‘That the uterus can function independently of the 
central nervous system is well known. This is pos- 
sible because of its peripheral nervous mechanism. 
The author’s study dealt with the evidence of the 
existence and action ‘of an intrinsic nervous mecha- 
nism peripheral to the cervical ganglion. The exist- 
ence of intrinsic nerves has been proved, but the 
mode of ending of the nerve fibers within the muscle 
is unknown. Some nerve fibers seem to end in knobs 
whereas others end sharply. Whether the knobs 
and sharp endings are true terminations of the 
nerves is questionable. No evidence was found of 
nerve cells on the course of these nerve fibers. 

In a study on excised uteri of rats and guinea 
pigs regarding the action of drugs and their antag- 
onists which are known to act upon the peripheral 
nervous mechanism, the influence of the drugs upon 
the rhythmic contractions and relaxations seemed 
to indicate that the movements may be modified 
by an action at two or possibly three levels in the 
neuromuscular chain: (1) a proximal, (2) an inter- 
mediate, and (3) a peripheral level. Nicotin, which 
is antagonized by adrenalin but does not antagonize 
any of the other drugs, appeared first to stimulate 
and then to depress a proximal part. Barium, 
adrenalin, and ergotamin appeared to act on the 
most peripheral part. It seems possible that the 
primary action of atropin and pilocarpin is at a 
somewhat higher level than the peripheral mech- 
anism. Apart from a slightly increased inhibitory 
effect produced by adrenalin after ergotoxin, no 
evidence of separate augmentor and inhibitory ar- 
rangements was demonstrated. 

T. Bett, M.D. 


Fluhmann, C. F.: The Reticulo-Endothelial Cells 
of the Uterus: An Experimental Study. Am. 
J. Obst. & Gynec., 1928, xv, 783. 

From an experimental study on the reticulo- 
endothelial cells of the uterus with special reference 
to macrophage formation which was made with 
intravenous injections of an intra-vital dye, Fluh- 
mann comes to the conclusion that in the uterus 
and vagina of rabbits, macrophages are normally 
present in small numbers. In aseptic inflammation 
they are found at the site of the lesion just as they 
are found in similar processes in other connective 
issues. In addition, there is a marked reaction in 
the cornua, fallopian tubes, and broad ligaments. 

During pregnancy, there is a marked increase in 
the number of these cells and in their activity. This 


increase persists for a long time in the puerperium. 
The function of the macrophage is the removal of 
tissue débris. Macrophages are of great importance 
in local tissue immunity and may possibly represent 
a general reaction of the whole reticulo-endothelial 
system. In the human uterus, their occurrence 
under normal conditions is not fully determined, but 
their presence in large numbers during pregnancy 
has been clearly established. 
E. L. M.D. 


Duval, P. Dangers of Hysterography by Intra- 
Uterine Injection (Des dangers de l’hysterographie 
par injection intra-uterine). Bull. et mém. Soc. 
nal. de chir., 1928, liv, 603. 


As proof of his contention that hysterography by 
intra-uterine injection is not without danger, the 
author cites three cases from the literature. In the 
first case, reported by Hellmuth, umbrenal was in- 
jected. Signs of peritonitis developed on the third 
day and the patient died on the sixth day. Perito- 
nitis was found at autopsy but there was nothing 
besides the intra-uterine injection to account for 
the infection. 

In the second case, a peritoneal reaction with 
elevation of the temperature occurred on the tenth 
day. In the third case, the roentgenogram indicated 
closure of the right tube, but at operation three 
weeks later the tube was found patent but bent and 
the adnexa and peritoneal surfaces showed inflam- 
matory areas due to the injected sodium bromide. 

In the author’s opinion, unfavorable sequela such 
as those occurring in the cases reported are due to the 
transmission of infection into the peritoneal cavity 
or to the irritating effect of the injected material. 
Sodium bromide is particularly irritating. 

Goopricu C, Scuaurrier, M.D. 


Labey, G.: Myomectomy (A propos de la myomec- 
tomie). Bull. et mém. Soc. nat. de chir., 1928, liv, 
530. 


Labey reports several cases of fibroids treated by 
myomectomy. While this operation is frequently 
more difficult and serious than a hysterectomy 
would be on the same patient, it is an excellent pro- 
cedure in the cases of young women with only a few 
small fibroids which are sufficiently superficial to be 


easily and safely removed. The dangers are hamor- 


rhage and infection. Statistics indicate that normal 
pregnancy follows myomectomy more frequently 
than is generally believed. 

In the discussion of this paper, BAzy reported two 
cases of myomectomy and agreed with Labey in re- 
gard to the indications for the operation. 

TuFrFIER stated that in ninety-one cases of fi- 
broids he performed forty-two myomectomies and 
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forty-nine hysterectomies. ‘There was one death 
in cach group. Tuflier believes that, in general, 
myomectomy is the more serious operation, but he 
has known of no case in which it was followed by 
miscarriage, dystocia, or rupture of the uterus in 
subsequent pregnancies. He stated that in one case, 
examination of the uterus several years later showed 
no trace of the incision. 

Mocquot reported that he never performs a myo- 
mectomy on women more than forty years of age. 
He called attention to the value of lipiodol exami- 
nations to determine the type of the neoplasm and 
the condition of the tubes. When the tubes are 
occluded, hysterectomy is the.more suitable oper- 
ation. Opening of the uterine cavity during the 
operation does not appear to increase the risk. 

Goopricu C, ScHAUFFLER, M.D. 


Martin, C. L.: The Treatment of Pain in Carcinoma 
of the Cervix Uteri, with Special Reference to 
Stricture of the Ureter. Am. J. Rocutgenol., 1928, 
XX, 30: 

While pain is rarely the first symptom in carci- 
noma of the cervix, it eventually becomes the most 
distressing symptom. The most frequent causes of 
severe pain are stricture of the ureter, peritonitis, 
and cervical stenosis. 

Herger and Schreiner demonstrated dilatation of 
the ureters or hydronephrosis in about half of a 
series of cases of advanced carcinoma of the cervix. 
The dilatations were due to the narrowing produced 
in the portion of the ureter within the broad liga- 
ment, the ureter being caught in the lateral extension 
of the growth. ‘The pain due tothe stricture is 
referred to the groin or the hip. It extends down- 
ward along the thigh, and upward toward the ver- 
tebral angle. 

Martin prefers dilatations to the more radical 
methods of dealing with malignant strictures. He 
recommends the Walther dilator. Relief follows the 
dilatation fairly promptly, but as it is only tem- 
porary, the dilatation must be repeated. Martin’s 
patients are given radiation treatment with both 
the roentgen rays and radium at the time that the 
dilatations are done. Cuartes H. Heacock, M.D. 


Miller, R. H., and Rogers, H.: Sarcoma of the 
Uterus. New England J. Med., 1928, cxcviii, 927. 
Most sarcomata of the uterus are discovered 
during or after an operation for fibroid tumor. 
Statistics from many clinics indicate that approx- 
imately 1 per cent of fibroid tumors will become 
sarcomatous. The majority of sarcomata occur in 
the fundus and about 12 per cent in the cervix. 

Frankl states that a uterus may contain a myoma 
and a sarcoma entirely independent of each other, a 
myoma invaded by a sarcoma, or a sarcoma develop- 
ing in a myoma. 

The most commonly mentioned histological types 
of uterine sarcoma are the spindle-cell, the giant- 
cell, and the small round-cell types. The small 
round-cell type is considered to be the most malig- 


nant. The usual microscopic characteristics of 
uterine sarcomata are: (1) cells of increased size, (2) 
shorter and plumper cells with oval or vesicular 
nuclei, (3) inequality in the size and irregularity in 
the shape and arrangement of the cells, (4) lack of 
differentiation, (5) unequally and deeply staining 
nuclei, (6) large cells with occasional multiple 
nuclei, (7) mitotic figures, (8) a decrease in, or 
absence of, the stroma, and (g) thinness or absence 
of the vessel walls. Sarcoma and carcinoma rarely 
occur together. 

Sarcoma of the uterus presents no pathognomonic 
signs or symptoms. Any rapidly growing fibroid 
tumor should be suspected of being sarcomatous 
and at operation should be carefully examined for 
sarcoma. If sarcoma is present, the operation should 
be very radical. Macnus P. Urnes, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Shaw, W.: Ovulation in the Human Ovary. /din- 
burgh M. J., 1928, xxxv, Edinburgh Obst. Soc., 
105. 

The process of ovulation consists of the discharge 
of the ovum of a graafian follicle into the peritoneal 
cavity. 

The first of the changes leading to ovulation is the 
process of ripening of the graafian follicle. ‘The 
primordial follicle consists of an ovum surrounded 
by a single layer of flattened cells which subse- 
quently become differentiated to form the granulosa 
cells of the follicle. During ripening, two further 
layers of cells appear, an inner and outer layer, the 
theca interna and the theca externa. During ripen- 
ing, the follicle becomes progressively swollen, 
partly because of the proliferation of the cells of the 
granulosa and the theca interna layers, but mainly 
because of the continuous secretion of liquor folliculi 
by the granulosa cells. As the follicle hypertrophies, 
the direction of its development is toward the surface 
of the ovary. 

After ovulation, the most important changes in 
the follicle are the rapid hypertrophy and prolifera- 
tion of the granulosa cells. These cells become 
polyhedral and enormously hypertrophied. ‘They 
have a richly granular protoplasm and are recog- 
nized as the large lutein cells of the corpus luteum. 
The developing corpus luteum can usually be recog- 
nized on histological examination. On reaching 
maturity, the corpus luteum does not persist long in 
this state, but retrogresses. During this process the 
lutein cells become infiltrated with fat, hyaline tis- 
sue is deposited between them, and the corpus 
luteum gradually shrinks until it is finally replaced 
entirely by hyaline tissue. 

In order to come to any definite conclusion re- 
garding the time of ovulation, it is necessary to 
recognize the histological characters of the ripening 
follicle, the recently ruptured follicle, the mature 
corpus luteum, and the retrogressing corpus luteum. 

The author made a histological study of ovaries 
from twenty-two patients whose menstrual history 
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was known. From his findings he concludes that 
ovulation occurs between the thirteenth and seven- 
teenth days and once per month. In women with 
normal cycles the date of ovulation is constant. 

Examination of the endometrium is a less reliable 
method of determining the date of ovulation. The 
histological picture of the endometrium changes 
with the phase of the menstrual cycle. During the 
latter part of the cycle, the endometrium becomes 
hypertrophied and shows characteristic changes 
which are usually termed premenstrual. ‘These 
changes occur only in the child-bearing period and 
are produced by the ovaries. Since in this phase of 
the cycle a corpus luteum is present in the ovaries, 
it is reasonable to suppose that they are produced 
by the corpus luteum. Premenstrual changes in the 
endometrium have been noted as early as the four- 
teenth day, another proof that in the human ovary 
ovulation takes place about the thirteenth day. 

In the early part of the menstrual cycle, up to the 
true ovulation, several ripening follicles can be 
found simultaneously in the ovaries. . Since in the 
majority of cases, only one young corpus luteum is 
found in the ovaries of healthy women at any time, 
it follows that only one ovum is shed each month. 

The follicles which ripen and do not rupture 
undergo atresia. From the theca interna cells of these 
follicles the ovarian interstitial cells are produced. 

Ovulation does not occur before puberty nor after 
the menopause, and at these times no corpus luteum 
can be demonstrated in the ovaries. 

According to the modern conception, menstrua- 
tion represents the disintegration of the superficial 
layers of the endometrium which becomes hyper- 
trophied and displays characteristic histological 
changes in the latter part of the menstrual cycle. It 
is believed that the corpus luteum produces these 
premenstrual changes in the uterus. As a corollary, 
it follows that premenstrual changes in the endome- 
trium can occur only as the result of ovulation since 
a corpus luteum is produced only from a follicle 
which has ruptured. 

It is well known that in certain diseases such as 
Graves’ disease, diabetes, pernicious anaemia, and 
dementia pracox, amenorrhoea is a common symp- 
tom. When amenorrhcea is present, no recent corpus 
luteum can be found. These facts suggest that 
ovulation and subsequent corpus luteum formation 
have been inhibited in these diseases, and that the 
amenorrhcea is to be attributed to the inhibition. 

Following X-ray and radium irradiation to pro- 
duce the artificial menopause, the most noticeable 
feature is shrinkage of the ovaries. As corpora lutea 
are not found, it follows that the amenorrhoea pro- 
duced by the X-rays and radium is due to the failure 
of production of corpora lutea in the ovaries. In 
the endometrium in these cases there is no destruc- 
tion of the glands or stroma. These facts warrant 
the conclusion that the therapeutic action of the 
X-ray and radium is due to a direct effect upon the 
Ovaries rather than upon the uterus. 

Cuartes F, DuBots, M.D. 


Fekete, A. von: A Contribution on Ovarian 
Hemorrhages (Beitraege zur Frage der ovario- 
genen Blutungen). Arch. f. Gynack., 1927, ¢xxxi, 67, 

The author reviews 240 cases of ovarian changes, 
in 109 of which there was no bleeding and in 131 of 
which there was bleeding with other symptoms. 
The pathological changes are divided into. six 
groups: (1) inflammatory changes, (2) degenerative 
changes, (3) tumors (benign and malignant), (4) 
ovarian hamatomata, (5) tuberculosis of the adnexa, 
and (6) extra-uterine pregnancy. It was diflicult to 
separate the second group as there is no unanimity 
of opinion regarding small cystic ovaries, retention 
cysts, persistent follicles, and lutein cysts. How- 
ever, the ovarian changes cause irregular bleeding 
by disturbing the cyclic production and resorption 
of the hormone. 

In 50 per cent of the cases of inflammatory changes 
there is no haemorrhage, whereas in cases of cystic 
processes (corpus luteum cysticum, atresia cystica, 
folliculus persistens) the bleeding is regular in 45 
per cent, irregular in 30 per cent, and increased in 25 
per cent. The bleeding depends upon the condition 
of the mucosa, and the latter depends upon the de- 
gree of hormone resorption. 

In cystic degeneration of the ovaries the attempt 
should be made to preserve one ovary and to im- 
plant at least a part of the other ovary. Under un- 
favorable conditions, however, only implantation 
can be considered. It appears that ovarian im- 
plantation has a favorable effect upon the function 
of the ovary left in situ. OpENTHAL (G). 


Wilson, R. K.: Ovarian Hemorrhage Simulating 
Acute Appendicitis. Lancet, 1928, ccxiv, 1221. 


Ovarian hemorrhage from a ruptured graafian 
follicle or corpus luteum is usually diagnosed as 
acute appendicitis or ruptured ectopic gestation. 
Novak collected forty cases and Brakeley and Farr 
collected fourteen cases with a pre-operative diag- 
nosis of acute appendicitis. 

The author reports seven cases in which acute ap- 
pendicitis was suspected. The patients ranged in age 
from nineteen to twenty-five years. ‘The common 
features of these cases were sudden, severe pain on 
the right side of the abdomen, absence of urinary- 
tract symptoms, and an increased pulse rate. 

The pathological process underlying this form of 
ovarian haemorrhage seems to be an exaggeration of 
the normal physiological mechanism of rupture of 
the graafian follicle. In the author’s cases the pain 
and physical signs were produced by distention of 
the tunica albuginea by the haemorrhage. ‘The ham- 
orrhage has been attributed to trauma, but in Wil- 


“son’s cases no common etiological factor could be 


discovered and in no instance was there a history of 

injury. Macnus P. Urnes, M.D. 

Ford, F. A.: Radiotherapy in Carcinoma of the 
Ovary. Am. J. Obst. & Gynec., 192%, xvi, 1. 


The value of radiotherapy in cases of ovarian car- 
cinoma for either palliation of the symptoms or 
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arrest of the growth when it has been impossible to 
remove the entire lesion surgically is difficult to 
assess independently since in the majority of cases 
the irradiation has recently been preceded by opera- 
tive procedures with variable responses. A clearer 
perspective of the subject was obtained by a study of 
the results in cases of ovarian carcinoma treated 
with radium in the years 1920 to 1923, inclusive, and 
of comparative data in the literature available. 

Since ovarian carcinoma is characterized by rapid 
growth and extreme facility of spread to neighboring 
organs, continued cures by surgical means are few. 
Even following apparently complete surgical re- 
moval of the lesion, recurrence is common. If the 
carcinomatous condition is bilateral at the time of 
operation, recurrence develops in practically 100 
per cent of the cases. Experience with radiotherapy 
has, as yet, been contradictory, although many in- 
dividual results indicate the possibility of great 
improvement even in advanced stages of the dis- 
ease. The fifty-nine cases reviewed by the author 
included twenty-nine cases of unilateral and eight- 
cen cases of bilateral carcinoma, eleven cases of 
abdominal carcinomatosis originating in an ovarian 
growth, and one case of recurrent ovarian car- 
cinoma. The type of irradiation varied. The at- 
tempt has been made to correlate not only the type 
and dose of postoperative irradiation but also the 
type and extent of the malignancy found at opera- 
tion. The author draws the following conclusions: 

1. Of the fifty-nine patients with ovarian car- 
cinoma treated by irradiation at the Mayo Clinic in 
the period from January, 1920, to January, 1924, 
eighteen survived for from four to seven years and 
seventeen are alive at present. Four of the fifty- 
nine patients could not be traced after three years. 

2. Although this is too small a group of cases 
upon which to compute the incidence of continued 
cures, the number of patients alive between four and 
seven years after the operation compares favorably 
with the number mentioned in available reports of 
the results of surgical procedures alone. 
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3. The advanced cases and those in which the 
growth was not removed completely at operation in 
the group of continued cures apparently indicate 
that irradiation has been a factor in the result. The 
longer average interval of freedom from recurrence 
in the present series in comparison with the early 
recurrence noted in other series may perhaps be 
attributed to postoperative irradiation. 

4. Considerable palliation may result even in far 
advanced cases from the judicious use of radium and 
the roentgen rays. 

5. In the treatment of cachectic patients at the 
Mayo Clinic, it has been found that repeated mod- 
erate irradiation or carefully graded doses have 
given results superior to those of more intensive 
irradiation. 


MISCELLANEOUS 


Mathieu, A.: The Use of Lipiodol as a Diagnostic 
Aid in Gynecology. Northwest Med., 1928, xxvii, 
222. 

The author states that the injection of iodized oil 
into the uterus and tubes should be done only 
under strictly aseptic conditions. He describes the 
technique in detail. The amount of oil used is 
variable, but from 5 to 8 c.cm. will fill the average 
uterus and tubes. The correct interpretation of the 
roentgenogram is difficult. Of the cases reported, 
50 per cent were operated upon within from two 
hours to five days following the injection and in 
none was there any evidence whatsoever of peritoneal 
irritation. 

The injection of lipiodol is of value in the diag- 
nosis of chronic subinvolution of the uterus and 
uterine and tubal tumors and other obstructions, 
the outlining of large vaginal tumors, the differen- 
tiation between ectopic pregnancy and intraliga- 
mentous cysts, and the demonstration of normal 
tubes with an infantile uterus and the relationship 
of pelvic abscesses to the genital organs. 

Macnus P. Urnes, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Albert: The Results of Bacteriological Examination 
of the Uterine Cavity During Pregnancy (Er- 
gebnisse bakteriologischer Untersuchungen der gra- 
viden Uterushoehle). Arch. f. Gynaek., 1927, 
CXXXxii, 329, 334. 


The author has for a long time opposed the theory 
that the gravid uterus is free from bacteria. He has 
maintained that bacteria from the vagina can at any 
time infect the cervix and uterine cavity; that after 
a short period of activity the infection of the endo- 
metrium may become latent; that in the presence of 
such a latent infection pregnancy is possible; and 
that during the gestation, inflammatory processes 
of a bacterial nature may run their course in the 
decidua. 

He reports twenty cases in which cultures were 
taken from the placenta and fetal membranes im- 
mediately after cesarean section. All of the pla- 
cental cultures were negative, but all except one of 
the decidual cultures were positive. In seven cases, 
streptococci, staphylococci, and pneumococci were 
found, and in some of them there were, in addition, 
Doederlein bacilli or other organisms. In eight cases, 
inflammatory infiltrations were demonstrable. 

These findings indicate that spontaneous septic 
abortion, premature delivery, and puerperal sepsis 
after normal delivery in the cases of women who 
have been examined vaginally are due to a latent 
micro-endometritis. The toxicoses of pregnancy 
may also be attributed to this cause. | Woxr (G). 


Walker, A.: Diabetes Mellitus and Pregnancy. 
J. Obst. & Gynec. Brit. Emp., 1928, xxxv, 271. 


Before the discovery of insulin, the prognosis of 
pregnancy in diabetes was very poor. In 1ogr11, 
Parisot reported that he found amenorrhcea in 50 
per cent of diabetic women, and in 1898 Graefe 
demonstrated atrophy of the uterus in diabetes. Of 
10,000 women delivered in the Middlesex Hospital, 
only 1 was diabetic, and of 24,567 women delivered 
in the City of London Maternity Hospital, none 
was suffering from diabetes. 

In 66 cases of diabetes and pregnancy collected by 
Williams there was a maternal mortality of 27 per 
cent and a fetal mortality of 41 per cent, and 50 per 
cent of the women died within two years after 
delivery. 

Since the discovery of insulin, Walker has collected 
18 cases of diabetes and pregnancy. The results in 
this series indicated that when treatment with 
Insulin is given, interruption of the pregnancy is 
unnecessary. Only 2 of the mothers died and both 
of these had complications. Of the 22 pregnancies 
in the 18 cases, 73 per cent terminated in the birth 


of a living child, 9 per cent in a miscarriage, and 18 
per cent in a stillbirth. 

If sterility in diabetes is due to malnutrition, the 
administration of insulin should be beneficial. This 
appeared to be true in at least 1 of the cases reported. 

GrorGE W. PHELAN, M.D. 


Devraigne and Bach: A Case of Diabetes During 
Pregnancy Which Was Treated with Insulin 
(Un cas de diabéte associé a la gestation traité par 
Vinsuline). Bull. Soc. d’obst. et de gynéc. de Par., 
1928, xvii, 490. 

The case reported was that of a woman twenty- 
nine years of age in whom diabetes was manifested 
suddenly in the seventh month of pregnancy by 
coma. The patient died in spite of insulin treatment. 
In the authors’ opinion, her death was not due to 
diabetic coma as she was at first benefited by the 
insulin treatment, reviving from the coma, and a 
high dosage of insulin was continued. At autopsy, 
no cerebral hemorrhage or softening was found. 
The authors attribute the fatal outcome to hypo- 
glycemia induced by the use of too purified a form 
of insulin. Such insulin lowers the hyperglycamia 
very suddenly, whereas a less purified form lowers it 
slowly and gradually. 

The authors believe that severe diabetes with 
acidosis complicating pregnancy can be controlled 
so that a living child will be born at term if suffi- 
ciently early and energetic treatment is given with 
an insulin that is not too highly purified. 

Auprey G. Morcan, M.D. 


Pigeaud, H.: Three Observations of Meningeal 
Hemorrhage in Fetuses of Four to Five Months 
(Trois observations d’hémorragies méningées chez 
des foetus de quatre 4 cing mois). Ann. d’anat. 
path., 1928, v, 655. 

In an examination of a large number of fetuses, 
the author discovered meningeal haemorrhage in 
three. Since in every instance the membranes were 
intact, trauma as a cause could be excluded. 

In the first case, the meninges over the convex- 
ity and base were thick and black. The blood had 
penetrated between the hemispheres but not into 
the ventricles. Histological examination revealed 
marked hamorrhagic infiltration of the subdural 
space. This was shown to be old by the presence of 
macrophages. 

In the second case, the right lateral ventricle was 
filled with clots. In this instance also there were 
hemorrhages in the subdural space and the bleeding 
had preceded death by some time. 

In the third case, the meningeal haemorrhage was 
associated with evidence of slight inflammation in 
the dura and hemorrhages in the liver. 
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In the third case, infection (lues) might have been 
the etiological factor, but in the others no cause 
could be determined. 

In the third case, the meningeal haemorrhage was 
associated with evidence of slight inflammation in 
the dura and hemorrhages in the liver. 

In the third case, infection (lues) might have been 
the etiological factor, but in the others no cause 
could be determined. 

The author suggests that hamorrhages associated 
with birth trauma may sometimes have their origin 
in fetal encephalopathies of indeterminate patho- 
genesis. L. Mason, M.D. 


Windeyer, J. C.: Fibroids and Pregnancy. Med. 
J. Australia, 1928, i, 580. 


Windeyer is of the opinion that fibroids are the 
result rather than the cause of sterility, and that the 
presence of small tumors is often not detected dur- 
ing labor. He believes that during early pregnancy 
operative interference should be resorted to only in 
extremely rare cases. During labor, the advisability 
of the surgical removal of fibroids depends upon the 
size and location of the tumors since many fibroids 
which seem to obstruct the birth canal before the 
onset of labor are drawn up and out of the pelvis by 
the uterine contractions. 

When cesarean section is done on an elderly primi- 
para, myomectomy or hysterectomy should follow. 

The author concludes that not all tumors increase 
in size during pregnancy and that the “red degen- 
eration” which is so frequently reported is rare in 
New South Wales since at the Royal Hospital for 
Women only a single operation for this condition 
was performed in 32,000 confinements. 

Donatp G. ToLterson, M.D. 


Gammeltoft, S. A.: Syphilis and Pregnancy. Am. 
J. Obst. & Gynec., 1928, xv, 747. 


Gammeltoft has collected the histories of 1,290 
syphilitic women admitted to the Lying-in Hospital 
of Copenhagen. In the period from 1912 to 1926, 
there were 23,383 deliveries, and 5.5 per cent of the 
infants were born of syphilitic mothers. ‘The author 
has studied these cases to determine the probability 
of transmission of syphilis from mother to fetus, the 
methods by which such transmission can be pre- 
vented, the precautions to be taken especially by the 
government to prevent the spread of congenital 
syphilis. He has come to the conclusion that 
‘*maternal transplacentary transmission” is practi- 
cally the only way by which the fetus can become 
infected. This view has been confirmed by other 
investigators, notably Matzenauer. 

As proof of such transmission, the author cites 
545 cases of congenital syphilis. Of 201 infants 
born of syphilitic mothers who had never received 
treatment for syphilis, 194 showed signs of lues at 
birth or shortly afterward. Of 87 infants born of 
syphilitic mothers who had had treatment before 
pregnancy, 78 were luetic. Of 15 infants born of 
syphilitic mothers who were given treatment with 


salvarsan before pregnancy, 12 had congénital 
syphilis. Of 111 infants born of women who were 
treated with mercury during pregnancy, 78 had con- 
genital syphilis. 

Salvarsan treatment during pregnancy seems to 
give good results. As practically every non-treated 
mother is likely to produce a syphilitic child, the 
treatment should be begun early and should be in- 
tensive. In the author’s cases, mercurial injections 
or inunctions and 4 injections of salvarsan or neo- 
salvarsan are given and the treatment is then dis- 
continued for one month. At the end of the month, 
30 inunctions or 6 injections of mercury salicylate are 
given. In the middle of pregnancy another course of 
combined treatment is administered, from 8 to 10 
salvarsan injections being given. In some cases, 
salvarsan may be contra-indicated by an acute 
nephritis. Therefore the urine should be watched 
carefully. Salvarsan has not been known to produce 
abortion. 

Patients known to have syphilis are treated even 
if the Wassermann reaction is negative. The chil- 
dren are not treated unless they show definite signs 
of lues, but are watched very closely. 

With regard to the prevention of the spread of the 
infection, the Danish law is very stringent. Persons 
with known infection are obliged to present them- 
selves to either private physicians or clinics for 
treatment. Children who cannot be cared for by 
their parents are placed in the ‘‘Welander Homes.” 
There is excellent co-operation between the physi- 
cians, the public, and the State. 

KE. L. M.D. 


LABOR AND ITS COMPLICATIONS 


Randall, L. M.: Occiput-Posterior Presentation. 
Med, Clin. N. Am., 1928, xi, 1469. 

Occiput-posterior presentation is common and 
is frequently associated with premature rupture 
of the membranes in the long first stage of labor, 
particularly if the rupture occurs at the onset of 
labor. The diagnosis of this condition is usually 
relatively simple. The first stage is not prolonged 
because of dry labor in itself, but because of the 
substitution of an ill-fitting, poorly placed vertex 
for the normal dilating wedge. Randall has ob- 
served that if there is a well flexed occiput-anterior 
position, dry labor is not prolonged as a rule. 

Abdominal palpation usually reveals the small 
parts prominent on one side or the other with the 
back to the opposite flank. The fetal heart tones 
are heard best in that region. Rectal examination 
early in labor often reveals that the external os is 
far posterior and drawn to the side of the pelvis 
occupied by the occiput. Patients with this presen- 
tation frequently complain greatly of backache 
throughout labor. Occasionally a vaginal examina- 
tion is necessary for an accurate diagnosis. With 
the head molded extremely, as is often the case, the 
most reliable information is derived from the palpa- 
tion of an ear. 
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Until interference becomes necessary in the sec- 
ond stage of labor, relaxation is of first importance 
in the first stage and waiting in the second stage. 
The use of morphine and oil-ether-colonic analgesia 
greatly simplifies the management of these cases. 
The inhibition of pain and the period of rest allow 
the patient to reach the second stage with less 
nervous shock and a reserve of physical strength. 
Dilatation of the cervix usually occurs much more 
quickly and efficiently under this treatment. In 
the second stage, time should be given for the head 
to mold naturally. Good molding alone may mean 
the difference between a relatively simple maneuver, 
such as the manual rotation in the case reported, 
and a difficult forceps rotation and midforceps 
delivery. An arbitrary time cannot be set for inter- 
ference in this or any other obstetrical condition. 

When manual rotation fails or forceps rotation is 
difficult, it is always well to investigate the position 
of the posterior shoulder. As long as the promontory 
prevents it from following the head in its rotation, 
the latter movement will be difficult to secure and 
retention of the occiput in the anterior quadrant 
will be still more difficult. When the position of the 
posterior shoulder is investigated, anaesthesia 
should be deep enough to allow relaxation of the 
uterus. Following this relaxation, the hand whose 
palm would encounter the occiput pushes the head 
out of the pelvis sufficiently far to allow the hand 
to reach the posterior shoulder. By combined 
manipulation with the internal and external hand, 
the shoulder is then carried past the promontory 
and the head led back into the pelvis with the 
occiput in the anterior quadrant opposite the 
original position. ‘The pelvic tissues have been 
accommodated to the vertex in this particular 
diameter and the head is usually retained in the 
anterior position more easily. Occasionally the 
occiput will rotate to the hollow of the sacrum and 
descent will continue. It is often preferable to 
deliver in this position, if it can be done with rela- 
tive ease, than to attempt a difficult rotation. 

The double application of forceps (Scanzoni) 
should not be employed until manual rotation and 
the foregoing maneuvers have definitely failed. 
Podalic version is a possible procedure in these cases, 
but as a great deal of liquor amnii has often been 
lost as a result of early rupture of the membranes, 
version may be hazardous. 

Occasionally the occiput can be rotated to the 
transverse diameter and no farther, or this occurs 
naturally, causing a condition known as deep 
transverse arrest. When the head is in this position, 
forceps may be needed. If it is difficult to maintain 


the transverse position, the posterior blade of the * 


forceps is applied first, regardless of which blade it 
may be. When this blade is in place over the pos- 
terior mastoid process of the infant the position 
remains fixed while the other blade is adjusted over 
the opposite (anterior) malar bone. Gentle traction 
will sometimes cause rotation to occur between the 
blades. If not, traction will often effect it and the 


blades can be readjusted from time to time toward 
the usual cephalic application. The Kjelland for- 
ceps may be of value in this type of case. 


Lindsay, D. M.: The Reduction of Forceps Delivery 
as a Basis for Prophylactic Gynecology. /din- 
burgh, M.J., 1928, xxxv, Edinburgh Obst. Soc. gt. 


As forceps delivery is often followed by pelvic or 
perineal injuries, the author believes that the indica- 
tions for the use of forceps should be restricted to 
maternal or fetal exhaustion, secondary uterine 
inertia, and perineal rigidity. 

Abert W. Hoiman, M.D. 


Kellogg. F. S.: High Forceps under Strict Indica- 
tion, Together with Remarks of a Non- 
Academic Nature on When To Do Cesarean 
Section for Pelvic Indication. J. Michigan 
Stale M. Soc., 1928, xxvii, 443. 


In the author's opinion, the use of high forceps is 
indicated by a head presentation with ring forma- 
tion in the lower uterine segment or a tight uterus, 
provided delivery can be effected from below; a 
justominor pelvis without pelvic disproportion with 
first stage failure and a head which has not descended 
into the pelvis; and cases in which a decision to de- 
liver from below has been made and labor fails in 
the first stage or the early second stage. 

Kellogg urges that skill in the technique of this 
operation be sought by every practitioner treating 
obstetrical cases in order that versions will not be 
done when contra-indicated and cwsarean section 
may be kept within strict limits. 

Cari H. Davis, M.D. 


Donovan, D. M.: Complete Inversion of the Uterus: 
Recovery. Bril. M.J., 1928, i, 756. 


The case reported was that of a woman thirty- 
seven years of age who was admitted to the hospital 
in active labor and five hours later gave birth 
spontaneously to a living male infant weighing 11 
Ibs. Delivery was followed by hemorrhage, but 
the bleeding was controlled by brandy and a hypo- 
dermic of 1 c.cm. of pituitrin. Half an hour later, 
when the attempt was made to remove the placenta 
by the Dublin method, complete inversion of the 
uterus occurred. 

When Donovan saw the patient shortly afterward, 
he found her in profound shock. Without the use 
of an anesthetic, because of her condition, he re- 
moved the placenta, which was still attached to the 
inverted uterus, reduced the size of the fundus by 
compression, and corrected the inversion by upward 
pressure. The patient recovered. 

Grorce W. M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Eastman, N. J.: Puerperal Hemiplegia. Am. J. Obst. 
& Gynec., 1928, xv, 758. 

Eastman reports seven cases of puerperal hemi- 

plegia which he collected in a period of four years. 


ll 

yn 

is 

iS 

n- 

he 

th 

he 


440 INTERNATIONAL ABSTRACT OF SURGERY 


In two cases, the condition was due to cerebral he- 
morrhage; in two, to cerebral thrombophlebitis; 
and in three, to cerebral embolism. 

Puerperal hemiplegia due to cerebral hamorrhage 
occurs during or shortly after labor, usually in cases 
having a coexisting toxamia. The toxemias of 
pregnancy seem to produce structural damage to 
the vessel walls, and the bearing-down efforts and 
the rise in the blood pressure during labor may cause 
rupture of the walls with haemorrhage. 

Puerperal hemiplegia due to cerebral thrombosis 
occurs usually in the second or third week of the 
puerperium and is probably secondary to pelvic in- 
fection. Toxemias of pregnancy and their attend- 
ant blood changes may favor the tendency toward 
thrombosis. : 

Puerperal hemiplegia due to cerebral embolism 
may be caused by detached cardiac vegetations or 
mycotic emboli of pelvic origin. 

The prognosis of puerperal hemiplegia is usually 
grave. Cerebral hemiplegia occurring during labor 
is very likely to prove fatal. Women who survive 
the attack may be left with permanent paralysis. 

I. L. Cornett, M.D 


Young, J. Maternal Mortality from Puerperal 
Sepsis. Brit. M.J., 1928, i, 967. 
A.R.: Puerperal Brit. M. J., 1928, i, 


Burt-White, H.: Puerperal Sepsis and Sensitive- 
ness to Streptococcal Toxins. Brit. M.J., 1928, 
i, 974. 

Younc and Hosss agree that puerperal sepsis is 
the greatest single cause of postpartem death. 
Young believes that there are three factors in its 
ctiology—contagion, trauma, and autogenous infec- 
tion. Hobbs contends that it is due to retained 
blood clot or fragments of placenta or membranes 
with or without bacterial invasion. Hobbs stresses 
the fact that pain and uterine tenderness must be 
recognized as the beginning of uterine colic with 
obstruction. Hobbs recommends the instillation into 
the uterus of a small quantity of glycerine. 


Burt-WuiteE discusses the sensitiveness to intra- 
dermal injections of scarletina toxin of women har- 
boring the streptococcus pyogenes in the uterine 
cervix. He reaches the following conclusions: 

1. The optimum dose of scarlatina toxin for intra- 
dermal tests is % c.cm. of 1:1,000 strength. 

2. Women who react positively to intradermal 
inoculation of scarletina toxin are more liable to 
develop puerperal sepsis than those who do not so 
react. 

3. Difficult labor, with or without laceration, pre- 
disposes to puerperal infection only insofar as it 
increases the risk of the introduction of the strepto- 
coccus pyogenes. Abert W. Hoiman, M.D. 


MISCELLANEOUS 


Acosta-Sison, H.: Observations on the Nature and 
Origin of the Lower Uterine Segment from a 
Study of Fresh Uteri of Women Dying During 
Pregnancy, Labor, and the Early Puerperium. 
Am. J. Obst. & Gynec., 1928, xv, 770. 


Acosta-Sison has made an anatomical and histo- 
logical study of sixteen uteri with special reference 
to the formation of the lower uterine segment. He 
concludes that the lower passive segment is formed 
during the second stage of labor by both uterine and 
cervical tissue and that the latter forms a greater 
proportion than the former. After the second stage 
of labor, the lower segment contracts in unison with 
the upper segment, while the dilated cervix remains 
comparatively stationary. The tissue involved in 
the lower 3 or 4 cm. of the dilated soft canal, which 
in the opinion of some obstetricians represents the 
entire cervix, is in reality less than one-half of the 
dilated cervix. It corresponds to the cervical canal 
from the external os to the level of the posterior 
attachment of the vagina. 

The demonstration of cervical mucosa is direct 
evidence of cervical tissue, but the absence of cer- 
vical mucosa does not prove the absence of cervical 
tissue as decidual cells may extend to the upper part 
of the cervix. E. L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Wollstein, M.: Neuroblastoma of the Adrenal in 
Young Children. Surg., Gynec. & Obst., 1928, 
xlvi, 774. 


The author reports nine cases of sympathico- 
blastoma of the adrenal in children ranging in age 
from three weeks to three years who were treated at the 
Babies Hospital, New York. Six of the nine children 
were girls. The diagnosis was proved by microscopic 
examination at operation or autopsy. Sympathico- 
blastomata of the adrenal are congenital in origin 
and malignant in their course. 

According to the location of the primary tumor 
and its metastases, the nine cases reported repre- 
sented five types of the condition. The simplest case 
of the group was one in which a small nodule was 
found in the left adrenal, the greater portion of the 
organ was apparently normal, and there were no 
metastases. 

The second type was represented by two cases 
with hepatic metastases causing great enlargement 
of the liver. 

The third type conformed to what is known as the 
Hutchinson type of round-cell sarcoma of the adrenal. 
In the two cases of this type there were metastases 
in the skull, ribs, pelvis, clavicles, liver, and dura. 

The two cases of the fourth type were character- 
ized by an inoperable tumor lying in front of the 
vertebral column between the adrenals and the kid- 
neys which represented a second tumor focus. 

In the two cases of the fifth type there were glo- 
bular tumors which were easily removed and not 
adherent to the kidney. In both of these cases opera- 
tion was performed before metastases developed. 
One child is alive seventeen months after the opera- 
tion. The tumors showed large adult nerve cells and 
sympathetic nerve cells of an embryonic type with 
numerous fibrils representing axis cylinders. 

The cases most rapidly fatal are those in which the 
chief sign is enlargement of the liver due to hepatic 


metastases. Mavrice I. Mettzer, M.D. 
Livermore, G. R.: Nephrolithiasis. South. M. J., 
1928, xxi, 443. 


The author reviews several theories in regard to 
the cause of kidney stone. In his opinion, the chief 
causes are stasis and infection associated with 
faulty metabolism. 

The symptoms of kidney stone are variable. The 
silent stone causes no subjective symptoms, whereas 
obstructing stones cause symptoms that are very 
severe. Objective findings are always present. The 
urine Contains pus, blood, and epithelial cells, and 
often uric acid crystals. The stones can be easily 
seen in the roentgenogram in from 70 to 75 per cent 
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of the cases. In the remainder they may be rendered 
visible by coating them with a_ pyclorographic 
medium. Other methods of diagnosis include the 
use of the wax-tipped catheter and its modifications. 

A kidney stone is a foreign body and should be 
removed before it damages the tissues. Stones con- 
tinue to increase in size, injuring the kidney func- 
tion. Frequently they cause malignancy. When 
operation for the removal of a kidney stone would 
be dangerous to life, palliative measures such as 
lavage of the kidney pelvis and treatment to 
improve the kidney function are indicated. 

J. Epwin Kirkpatrick, M.D. 


Braasch, W. F.: Calculi in the Urogenital Tract. 
Wisconsin M.J., 1928, xxvii, 199. 

Of 133 cases operated upon for renal stone at the 
Mayo Clinic during the last year, removal of the 
kidney was found advisable in 45 (34 per cent). 
Among the various indications for nephrectomy 
were: (1) a previous error in diagnosis; (2) delay of 
operation; (3) the number and size of the stones; 
(4) secondary infection; (5) disease in the other 
kidney; (6) disease in other organs of the body; and 
(7) a previous unsuccessful operation. 

Error in diagnosis is due largely to atypical local- 
ization of the abdominal pain which frequently ac- 
companies renal lithiasis. For the avoidance of such 
error, routine X-ray examination is necessary. 

With but few exceptions, all stones that are too 
large to pass spontaneously should be removed by 
operation even when they cause no subjective 
symptoms. 

Complications in other organs frequently delay 
operation for renal lithiasis. This is true particularly 
of disease of the thyroid, gall bladder, and prostate. 
As a rule the choice of the primary operation is 
dependent upon the relative acuteness of the symp- 
toms. Operation for renal lithiasis is delayed also - 
by insufficiency of function in the other kidney. 
Pregnancy, particularly in its early stages, is not a 
contra-indication to nephrolithotomy. 

An unsuccessful previous operation for the removal 
of stones is a frequent cause for nephrectomy. The 
most common cause of unsuccessful results in opera- 
tions for stone is failure to remove all of the stones 
present. To prevent this error, renal fluoroscopy 
should be employed at the operating table. It is 


- questionable whether operation for multiple stones 


in the kidney is ever justifiable without the use of 
renal fluoroscopy or roentgenograms of the exposed 
kidney. 

Two important causes of stone formation are 
foci of infection and errors in metabolism. Foci of 
infection are the etiological factor in the majority 
of cases of renal stone. All such foci should be 
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removed. Uric acid stones and cystin stones are due to 
disturbance in metabolism and their recurrence may 
be influenced by dietary precautions as well as by 
internal medication. ‘The formation of the usual type 
of stone is not influenced by distilled water, dietary 
measures, or medication. 


Braasch, W. F.: The Differential Diagnosis of 
Renal Tumors. South. M.J., 1928, xxi, 425. 


Largely as the result of the development of the 
interpretation of pyelographic and cystoscopic data, 
renal tumor can usually be diagnosed clinically with- 
out great difficulty. The clinical differentiation of 
the various types of renal tumor is more difficult, but 
in many cases can be done by means of urography 
supplemented by clinical and cystoscopic data. This 
is true particularly of the differentiation between 
tumors having their origin in the cortex and those 
originating in the renal pelvis. 

In cases of cortical tumor, a definite firm and irreg- 
ular mass in the renal area may usually be made out 
on abdominal palpation. ‘The pelvic tumor, which is 
less often palpable, is cystic, soft, and caused by 
hydronephrosis. In cases of cortical tumor, hama- 
turia does not occur until the later stages, whereas in 
cases of pelvic tumor it usually occurs in the early 
stages. The pain accompanying cortical tumor is 
caused by extension of the neoplasm into the sur- 
rounding tissues and calls for a guarded prognosis. 
The pain associated with pelvic tumors is often 
caused by secondary obstruction resulting from hy- 
dronephrosis and has no bearing on the prognosis. 

The clinical differentiation of the various types of 
cortical tumor may be more difficult. In the uro- 
gram, the hypernephroma may be differentiated 
from the alveolar carcinoma by the fact that in the 
former the calyces are elongated, constricted, and 
tapering, whereas in alveolar carcinoma there is 
usually abbreviation of the calyces with irregular 
dilatation and greater involvement of the pelvic 
lumen. 

The urographic differentiation between hyper- 
nephroma and polycystic kidney may be difficult. In 
the latter, the calyces are usually broader and more 
irregular and all of them are involved. In doubtful 
cases a pyelogram of the other kidney should be made 
since in polycystic disease the deformity is always 
bilateral. 

The deformity associated with benign tumors of 
the kidney is not so marked as that associated with 
malignant neoplasms. 

The differential diagnosis between renal neoplasm 
and hydronephrosis may be difficult when the ob- 
struction at the ureteropelvic juncture is so great as 
to prevent entrance of the pyelographic medium into 
the kidney in sufficient quantity to outline the pelvis 
and when pyelectasis occurs secondarily to a tumor 
of the pelvis. 

The identification of large solitary cysts in the 
renal cortex may be difficult. As a rule the deformity 
accompanying such cysts consists in: (1) abbrevia- 
tion of the adjacent calyces, (2) compression and 


flattening of the adjacent portion of the renal pelvis, 
and (3) a change in the position and axis of the kid- 
ney as the result of the tumor in one pole. 

Care must be taken not to place too much reliance 
on the outline of the tumor in the original roentgeno- 
gram, but in some cases this outline is of value. 

The association of unilateral renal hematuria with 
a papillomatous neoplasm in the bladder adjacent to 
the affected ureteral orifice makes the diagnosis of 
tumor of the renal pelvis quite certain. In some 
cases, however, it may be difficult to differentiate 
between a tumor of the renal pelvis and the cica- 
tricial changes secondary to chronic pyelonephritis. 
Metastases from a tumor in the renal pelvis may 
often be outlined in the ureter by filling defects. 
Sometimes, however, such metastases may be pres- 
ent without causing a visible deformity in the ureter- 
ogram. 

The differential diagnosis between intrarenal and 
extrarenal tumors is occasionally difficult. As a rule 
the extrarenal nature of a neoplasm is revealed by 
the outline of a normal pelvis situated at some dis- 
tance from the outline of the tumor. Abnormal dis- 
placement of the renal pelvis may not be of much 
diagnostic value as it may be the result of either an 
extrarenal or an intrarenal neoplasm. In doubtful 
cases, however, the pelvic deformity accompanying 
intrarenal neoplasms will occasionally differentiate 
the two conditions. 

Deformity of the pelvis caused by tumors having 
their origin in the renal pelvis is characterized by a 
filling defect or pyelectasis or both. In the early 
growth of a papillary epithelioma the pelvic outline 
may be moderately deformed by irregular dilatation 
or abbreviation of one or more calyces or by a filling 
defect in the renal pelvis. As the tumor increases in 
size, either a part or all of the pelvic lumen may be 
obliterated. It must be remembered that blood clots 
may cause a similar filling defect. In doubtful cases 
it is well to repeat the pyelographic examination 
after an interval of sufficient length to permit the 
blood clot to become reduced in size or expelled. A 
filling defect in the pelvic outline may be caused also 
by intrapelvic or extrapelvic fatty deposits or by 
amyloid changes and cedema of the renal papill. 

The presence and degree of pyelectasis depends 
largely upon the site of the tumor and its relation to 
the ureteropelvic juncture. If the tumor is so situ- 
ated that it occludes the ureter, a variable degree of 
pyelectasis will result. In the early development of 
the tumor the pyelogram will usually show a moder- 
ate degree of pyelectasis with areas of filling defect 
corresponding to the tumor. As the hydronephrosis 
increases, the filling defects may become less impor- 
tant. Not infrequently, the hydronephrosis will pre- 
dominate and obscure all evidence of the primary 
tumor. Occasionally a large portion of the abdomen 
will be filled by the hydronephrosis. In a case of this 
type observed recently a distinct fluid wave simu- 
lating ascites was noted in the abdomen. 

The value of the clinical differentiation of cortical 
and pelvic tumors lies in the fact that one type of 
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tumor will extend into the ureter and the other will 
not. Extension of a cortical tumor into the ureter or 
bladder rarely occurs, whereas extension of tumors of 
the renal pelvis into the ureter and bladder is com- 
mon. 

If a urological examination is made in every case 
of tumor in one of the upper quandrants of the abdo- 
men, whether or not there are any urinary symp- 
toms, renal tumor will seldom be overlooked clini- 
cally. When a renal tumor is present, it is advisable 
to determine its nature if possible and whether or not 
metastasis has occurred because both of these factors 
have an important influence on the results of the 
operation. 


Keyser, L. D.: Ureteral Spasm and Stricture: Their 
Clinical Significance. Virginia M. Month., 1928, 
lv, 160. 


Keyser says that in the treatment of ureteral 
spasm and stricture even the most conservative of 
urologists are adopting the test of ureteral dilata- 
tion. In Hunner’s opinion, these conditions are due 
to ureteritis set up by focal infection. Ureterospasm 
is followed by stasis, infection, bleeding, or stone 
formation. The symptoms include dysuria and pain. 
In the great majority of cases, spasm and stricture 
occur in the lower part of the ureter. Frequently 
they are associated with gynecological conditions and 
symptoms. 

The author always first tries dilatation with 
bulbous catheters ranging in size from 12 to 20 F. 
The dilatation is done four times on each side. He 
states that the reaction following cystoscopy can be 
greatly decreased by care and gentleness in the use 
of the cystoscope. As a rule, dilatation gives relicf 
for a time. 

The diagnosis between stricture and spasm is 
difficult. ‘The patient with ureteral spasm is usually 
hypersensitive or psychoneurotic and ureteral colic 
is often a phase of a general spastic neurosis. 

BENJAMIN IF’. Rotter, M.D. 


BLADDER, URETHRA, AND PENIS 


Patch, F. S.: Gangrenous Cystitis: Report of 
Two Cases, One with Exfoliation of a Cast of 
the Bladder. J. Urol., 1928, xix, 713. 


Patch reports 2 cases of gangrenous cystitis occur- 
ring in males, 1 with exfoliation of a complete cast of 
the bladder. In 1909, O'Neil collected 52 cases of 
the condition, 34 those of females, and reviewed 
Haultain’s cases, 53 of which were those of females. 
In 1922, Miller and Wolferth reported a collection of 
137 cases of the condition, including 8 in which it 
developed i in patients with typhoid fever. 

The author's first case was that of a man forty 
years of age who was addicted to alcoholic excesses 
and was suffering from disseminated sclerosis and 
acute urinary retention due to an old stricture 
resulting from gonorrhoea. On his admission to the 
Montreal General Hospital, the patient was afebrile, 
toxic and azotamic. Catheterization was performed 


regularly at four-hour intervals. The urine was foul 
and bloody. An inlying catheter was introduced but 
tended to become plugged and forced out. The 
temperature gradually rose to ror degrees F., with 
an occasional rise to 103 degrees F. The urine con- 
tinued to be foul and bloody. A suprapubic cystot- 
omy was performed to secure adequate drainage. 
When the bladder was incised, the opening was 
found to be plugged by a soft veil of tissue which 
proved to be an almost complete cast of the bladder 
mucosa. 

On the patient’s discharge from the hospital he 
promptly resumed his alcohol excesses. ‘Two days 
later he was re-admitted with marked azotamia, 
a clouded mentality, and incontinence of urine and 
feces. Under treatment, his condition improved. 
A cysto-urethroscopic examination revealed, behind ~ 
the verumontanum, a markedly dilated pouch which 
was separated from the bladder by a diaphragm of 
tissue. Across the trigone there was a band of 
tissue fixed at cither end. A cystogram showed a 
slight reflux of the right ureter. 

The suprapubic fistulous tract was dissected out, 
the bladder opened, a sound introduced into the 
urethra and under the thin diaphragm, the dia- 
phragm slit on the sound, and the band cut. 

A cystogram made after the operation showed 
bilateral ureteral reflux with distention of the ureters 
and kidneys and the same irregularity of contour of 
the bladder that was noted before. Under regular 
dilatations of the urethra, the condition gradually 
improved and the suprapubic fistula finally closed 
permanently. 

The second case was that of a man twenty-nine 
years of age who had been subjected to a cystoscopic 
examination while he was under treatment for a 
gonorrhoeal infection which he had had for ten years. 
The author suspects that the fluid employed to dis- 
tend the bladder was a strong mercuric perchloride 
solution. Its use was followed immediately by pain 
and hematuria. Ten wecks later, when the patient 
was admitted to the hospital, cystoscopic exami- 
nation revealed a large quantity of phosphatic débris. 
The mucosa was greatly congested and covered by a 
grayish slough. Cystotomy showed intense inflam-’ 
mation of the mucosa and scattered patches of 
grayish slough, some of which were free and calcu- 
lous and others of which were adherent to the wall. 
The most marked involvement was found in the 
area about the trigone and the orifice of the right 
ureter. Masses of sloughing tissue were passed 
through a Freyer tube for about a week. A cysto- 
gram showed irregularity in the contour of the 
bladder, marked bilateral ureteral reflux, and dilata- 
tion of the ureters and renal pelves. Two months 
later, cystoscopic examination showed contraction 
of the bladder outlet and an undermined pouch in 
the prostatic urethra. 

The fistulous tract was dissected out, the outlet 
incised into the pouch in the prostatic urethra, and 
the bladder closed around an inlying urethral 
catheter. 
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A cystogram made after the operation revealed 
no improvement in the condition of the neck of the 
bladder, the ureteral reflux, or the dilatation of the 
ureters and renal pelves. 

The author states that in all cases of cystitis with 
retention, adequate drainage should be established 
by regular catheterization or cystotomy. Perma- 
nent mechanical changes are the result of the de- 
structive process of the gangrene in the musculature 
of the bladder, particularly about the three orifices, 
and the replacement of the muscle by scar tissue. 
It appears that the ureteral reflux develops subse- 
quent to the intense cystitis. In the cases in which 
there is recovery from the gangrenous or necrotic 
process in the bladder, the chief danger is the 
development of pyelonephritis as the result of the 
ureteral reflux. Therefore, any obstruction in the 
lower urinary tract should be removed or palliated 
and prophylactic treatment against renal infection 
should be given. J. Eowm Kirkpatrick, M.D. 


GENITAL ORGANS 


Lane, C. M.: Factors Determining the Palliative 
Versus the Operative Treatment of the Pros- 
tate. Allantic M.J., 1928, xxxi, 646. 

Kinney, W. H.: Pre-Operative and Postoperative 
Care in Prostatectomy. Allantic M. J., 1928, 
xxxi, 647. 

McCague, E. J.: Considerations Governing the 
Adoption of the Proper Operative Route in 
Prostatic Surgery. Allantic M. J., 1928, xxxi, 
649. 

Hess, E.: Operative Technique in Prostatic Sur- 
gery. Allantic M.J., 1928, xxxi, 652. 


LANE defines palliative treatment of prostatic ob- 
struction as drainage of the bladder by catheter or 
cystotomy and the treatment of complications. He 
divides the cases in which palliative treatment is 
indicated into three groups. In the first group he 
places those with moderate symptoms and only a 
small amount of residual urine which may respond 
very well to massage, instillations, and hygienic 
measures. 

In the second group are cases with renal and 
cardiovascular complications in which palliative 
treatment is required before operation. The renal 
lesions are usually due to renal insufficiency or to 
infection resulting from the obstruction. A high 
blood pressure in these cases is less dangerous than 
a low blood pressure. ‘Tests for diabetes should be 
made. 

In the third group are the cases with renal, 
cardiovascular, pulmonary, malignant, tabetic, or 
other complications which may or may not respond 
to palliative treatment to a degree sufficient to allow 
later operation. 

KINNEY States that in the pre-operative prepara- 
tion for prostatectomy it is necessary to bear in 
mind the possible presence of myocardial and renal 
insufficiency, arterial sclerosis, pulmonary lesions, 
dementia, and malignancy. 


Renal function should be thoroughly investigated 
and if it is deficient should be improved by palliative 
measures. If possible, a cystoscopic examination 
should be made. A complete blood examination, 
including a Wassermann test and blood typing, 
should be a routine procedure. 

When proper preliminary drainage has been 
established, Kinney prefers to operate in one stage. 
He has found caudal anesthesia satisfactory for the 
one-stage operation. Prolonged anesthesia may 
cause renal damage. 

Of chief importance in the immediate post- 
operative care are the control of haemorrhage by 
packing or suturing and maintenance of cardiac and 
renal function. The possible postoperative compli- 
cations include pneumonia, septic infection, epididy- 
mitis, temporary paresis of the bowel, and post- 
operative psychosis. 

After the wound has healed, dilatation of the 
prostatic urethra should be instituted to prevent 
contraction. 

McCacus has found that the mortality of prosta- 
tectomy is about the same whether the suprapubic 
or perineal route is used, being dependent chiefly 
upon the pre-operative preparation, the anesthesia, 
and the postoperative care. 

HeEss states that there are three types of prostatic 
obstruction—the bar, adenoma, and carcinoma. As 
a rule the bar may be readily removed with any of 
the punch instruments. 

For the removal of an adenoma, Hess prefers the 
suprapubic route. If the general condition is good, he 
performs the operation in one stage. Each vas is 
isolated and cut at the external ring. The abdomen 
is prepared with the patient in the exaggerated 
Trendelenburg position. In the first step, novocain is 
injected into the skin from the umbilicus to the 
symphysis and the skin and superficial fascia are cut. 
Then, following infiltration of the deep fascia and 
muscles, the fascia is opened and the muscle fibers 
are split. Next, the preperitoneal fat and anterior 
bladder area are injected, the peritoneum is gently 
pushed up, and the bladder wall is infiltrated and 
fixed to the fascia. A stab wound is then made and 
a large Pezzer catheter introduced and fixed by a 
pursestring suture. The wound is closed in layers 
with drainage in the space of Retzius. 

When the operation is done in one stage, the 
prostatic capsule is split and the prostate removed. 
Hemorrhage is controlled by packing for ten 
minutes. At the end of that time the gauze is re- 
moved. The bladder is not closed. The fascia is 
closed with two catgut sutures. Two silkworm 
sutures are introduced through the skin, fascia, 
and muscle to serve as stay sutures. 

In the perineal operation, the patient is placed 
in the exaggerated dorsal position with the knees 
flexed on the abdomen, an inverted U incision is 
made, and the operation is performed according to 
the technique devised by Young. 

D. Pickret, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Leriche: The Mechanism of Hydarthrosis and 
Traumatic Arthritis; A General View of Their 
Treatment (Le méchanisme des hydarthroses et 
des arthrites traumatiques; conception générale de 
leur traitement). Lyon chir., 1928, xxv, 225. 


Leriche reports three cases of injury to joints. 
The first was that of a man twenty-five years of 
age who fell from a wagon and ten days later 
developed an enormous hydarthrosis of the knee. 
When the patient was first seen by Leriche three 
months after the accident, the roentgenogram 
showed marked lacunar decalcification of the bones 
in the knee-joint area. Synovectomy performed a 
month later was followed by recovery. 

The synovial membrane in this case was distended 
by a yellow fluid and was congested and villous. 
Histological examination showed typical subacute 
synovitis, a condition of aseptic inflammation. ‘The 
internal layer of the synovia was villous, oedema- 
tous, and infiltrated with plasmocytes, and showed 
vasodilatation and numerous newly formed polyp- 
like vegetations. 

The second case was that of a farmer who expe- 
rienced a sharp pain in his shoulder while using a 
whip. Subsequently the pain recurred for two weeks. 
Three months later all active movements caused 
severe pain and crepitus in the joint. The shoulder 
muscles showed only slight atrophy. When the arm 
was dependent it became cyanotic. The roentgeno- 
gram revealed rarefaction of the spongy tissue of the 
head of the humerus, the glenoid, the acromion, and 
the coracoid, two large areas of lacunar absorption 
in the head of the humerus, one such area in the 
glenoid, and several small areas in other locations. 

At arthrotomy, the synovia was found to be 
hyperemic, violaceous, greatly thickened, and 
covered by small polypoid vegetations. The joint 
fluid was sterile. Just beneath a tender spot on the 
skin the cartilage of the head of the humerus was 
rarefied, reddened, and rubbed off of the subjacent 
bone. This area of bone and cartilage was resected 
and the joint closed. 

After the operation the pain ceased, but the 
mobility of the joint remained restricted and the 


vasomotor disturbances in the hand _ persisted. | 


Tuberculosis was ruled out. Histological examina- 
tion revealed hyperemia, oedema, numerous newly 
formed vegetations, and great perivascular infiltra- 
tion of the synovia with plasmocytes. Fibrocar- 
— was developing and being invaded by giant 
cells, 

The third case was that of a man forty-six years 
old who was struck on the right shoulder by a lead 
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weight. Fifteen days after the accident the shoulder 
movements became very painful and their range, 
especially abduction, was decreased. Six months 
later the loss of function was still greater; even the 
slightest movement caused intense pain. The 
muscles of the shoulder girdle showed considerable 
atrophy and the joint movements were greatly 
limited. Painful points were found on pressure 
about the shoulder. When the hand was pendant 
it became cyanosed. The roentgenogram showed 
marked decalcification of the head of the humerus 
and the glenoid. On the basis of the evolution of 
the condition and the bony rarefaction, a diagnosis 
of arthropathy of vasomotor origin was made. 

Sympathectomy of the subclavian artery was 
performed and the shoulder joint then opened. A 
thickened, violaceous synovia and rolled-up, red- 
dened cartilage were excised. 

After the operation the arm was kept in a sling 
for three days. At the end of that time there was no 
pain and the patient was able to raise the arm to an 
angle of go degrees in spite of the operative wound. 
The temperature of the arm was raised 2 degrees. 
Functional improvement continued. The patient 
was discharged after eleven days. A month later he 
was still free from pain and the shoulder movement 
was two-thirds normal. 

Leriche states that, in man, all traumata involve 
the vasomotor mechanism. After every injury, 
even if there is no wound or fracture, the excitation 
of the peripheral nerve endings produces reflexly a 
disturbance of the vasomotor control which is 
more or less lasting. This is generally manifested 
by an active vasodilatation. It is commonly ob- 
served that a blow causes a local hyperthermia and 
congestive redness. 

Sometimes, probably because of a peculiar sus- 
ceptibility of the patient’s sympathetic system and | 
the type of the trauma, the vasomotor disturbance 
persists and a lasting vasodilatation is inaugurated. 
This condition is not continuous but varies at differ- 
ent times of the day with phases of passive vasodilata- 
tion or even vasoconstriction. On the whole, the 
waves of vasodilatation predominate and _ there 
ensue certain peripheral modifications such as skin 
disturbances, creases on the finger nails, hyper- 
trichosis, muscular atrophy, and rarefaction of bone. 

In the presence of an active vasodilatation, bone 
becomes absorbed, rarefied, or decalcified. After 
periarterial sympathectomy or ramisection, an 
acute transitory decalcification of the subjacent 
bones is frequently noted. ‘Traumatic osteoporosis 
may be explained on this basis. 

Leriche considers it as proved that decalcifica- 
tion without fatty degeneration of soft parts is an 
active phenomenon caused by active hyperemia. 
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In the synovia, trauma sets up an active hyper- 
wmia which in from eight to ten days provokes a 
true subacute synovitis, a rarefaction of bone, and 
an effect on the nutrition of the cartilage. Under 
such conditions a thickening of the synovia with 
cedematous swelling of fringes or folds of the 
synovial membrane, proliferation, and exudation of 
fluid into the joint are to be expected. The appear- 
ance of the hydarthrosis is the result of the synovial 
hyperemia, the joint fluid being diluted by the 
addition of serum. 

During the first period of these changes, all of 
the reactions may become reversed and the dis- 
turbance may subside without leaving a trace. If 
this does not occur, definite anatomical changes 
develop. Certain bony, cartilaginous, and synovial 
changes are irreparable. Bony repair in particular is 
poor. The soft bone yields to continuous pressure. 
Small areas of ossification are formed at the edges 
of the capsule and the bone assumes an aspect simi- 
lar to that note in arthritis deformans. 

To prevent the development of such changes it is 
necessary to combat the hyperemia. Cold instead 
of hot applications should be used. Local bleedings 
are indicated. Plaster dressings do not seem neces- 
sary. Slight movement is not contra-indicated, but 
a return to considerable activity at once is not 
advisable. 

When the case is first seen after the development 
of synovial and bony lesions, hydrotherapy with 
the application of from 1,200 to 1,500 liters of hot 
water for several minutes to the whole body for 
vasomotor stimulation may prove to be very 
beneficial. 

In severe cases, operation is of much greater value. 
Leriche employs periarterial sympathectomy and 
ramisection in an effort to cause a change in the dis- 
turbed vasomotor system. Although opening of 
joints has proved of value to him in a study of the 
intra-articular changes, he has abandoned syno- 
vectomies and similar intra-articular operations in 
favor of operations on the sympathetic nerves. 

In the discussion of this report, TrxrER said that 
although it is possible that the physiological explana- 
tion of these disturbances may lie in the local mor- 
bid action of vasomotor dilatation, the latter is not 
satisfying to him as an explanation of the local 
elevation of temperature. He believes that as long 
as a joint remains warm it is not cured, and that 
there is still some unknown factor to explain why 
one person suffers an intense articular reaction to 
trauma when another does not. 

NovE-JOosSERAND suggested that the pathological 
explanation offered by Leriche might be applied to 
certain conditions such as the traumatic softening 
of the carpal semilunar bone known as Kienbock’s 
disease. 

In concluding the discussion, LERICHE stated 
that in his opinion every person has a physical and 
psychical threshold which cannot be passed without 
resultant pathological changes. 

Ke tocc Spreep, M.D. 


Reich, R. S.: Purulent Arthritis. J. Bone & Joint 
Surg., 1928, X, 554. 

Following a review of the anatomy of the larger 
joints of the body, the author points out that in 
most joints a portion of the diaphysis is intra- 
articular. He believes that this anatomical fact 
accounts for many of the suppurative joint infec- 
tions seen in children. Acute purulent arthritis 
with local heat, muscle spasm, pain, fever, and an 
increased blood count may be confused with acute 
rheumatic fever, traumatic synovitis, or heamophiliac 
arthritis, or even appendicitis, and acute pelvic 
infections. Attention is called to the presence of 
joint effusion in these cases. 

The treatment of choice is immediate evacuation 
of the infected material within the joint by means 
of a trocar cannula, followed by lavage with an 
antiseptic solution. This treatment may be re- 
peated, if necessary, within five or six days. The 
joint should be immobilized until the acute symptoms 
subside. 

Reich has used this procedure in the treatment of 
thirty-two joints in twenty cases. He reports the 
cases in detail. Paut C. Cotonna, M.D. 


Wyckoff, H. J.: The Treatment of Anterior Polio- 
myelitis. Northwest Med., 1928, xxvii, 274. 

Anterior poliomyelitis is difficult to diagnose 
before the development of paralysis because the 
acute attack is similar to other acute febrile condi- 
tions. In certain cases, sera may be of value, but 
they do not always prevent paralysis. 

Following the acute attack, which lasts only a 
few days, the condition passes through three stages. 
The first stage ends with the disappearance of 
muscle soreness and the second with the return of 
muscle power. The third stage is that of fixed or 
permanent paralysis. 

During the first stage the treatment should be 
directed toward the prevention of muscle fatigue 
and contracture. In the second stage it should con- 
sist in active stimulation by massage and muscle 
training. Braces are indicated to protect the para- 
lyzed muscles, and in selected cases electricity may 
be employed with care. In the last stage much can 
be done to improve the patient’s condition by 
operative intervention for the correction of de- 
formities by tendon transplantation, and the 
stabilization of flail joints. 

The author states that scoliosis is frequently due 
to anterior poliomyelitis. 

The progress of treatment in anterior poliomye- 
litis is slow, but the results are quite satisfactory. 


Steindler, A.: The Pill Roller Hand Deformities 
Due to Imbalance of the Intrinsic Muscles. 
Relief by Ulnar Resection. J. Bone & Joinl 
Surg., 1928, x, 550. 

The author states that too little attention has 
been paid to the part played by the intrinsic muscles 
of the hand in contractures and deformities. He 
points out that the normal equilibrium of*the fingers 
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is dependent upon the physiological tone of these 
muscles and that the “pill roller” position of the 
fingers seen principally in the spastic and the 
arthritic hand represents isolated contractures of 
the intrinsic muscles. He has found that such con- 
tractures may be relieved by resection of the motor 
branch of the ulnar nerve. ‘The operation is de- 
scribed in detail. Paut CoLonna, M.D. 


Buchman, J.: Traumatic Osteoporosis of the Car- 
pal Bones. Ann. Surg., 1928, |xxxvii, 892. 


Traumatic osteoporosis of the carpal bones de- 
velops after an injury causing acute sprain with 
swelling and limitation of motion lasting for several 
weeks. Before its development there is an interval 
of freedom from symptoms varying from weeks to 
years. The signs of the condition are increasing 
disability and swelling and tenderness over the 
semilunar bone. The X-ray examination is at first 
apparently negative, but later the semilunar bone 
shows areas of rarefaction and calcification. The 
bone is narrow in its vertical axis and widened 
anteroposteriorly. 

Kienbéck attributes traumatic osteoporosis to 
interference with the blood supply. 

The treatment should be conservative at first, 
but if the condition persists, operative removal is 
justified. Etven J. Berxuetser, M.D. 


Westerborn, A.: Fractures and Dislocations of the 
Pelvis (Beitraege zur Kenntnis der Beckenbrueche 
und Beckenluxationen). chirurg. Scand., 
1928, Ixiii, Supp. viii. : 

Westerborn’s study of fractures and dislocations 
of the pelvis is based on 306 cases treated during 
the period from 1911 to 1926 in the four largest 
hospitals in Sweden and upon the records of acci- 
dent insurance companies for the period from 1918 
to 1924 regarding 207 other cases. The report gives 
a thorough review of the literature and is supple- 
mented by an extensive bibliography and about 
seventy line sketches of roentgenograms. 

Of the contributions on the subject before the use 
of the X-ray, the author cites especially those of 
Malgaigne (1847), Rose (1865), and Tillmanns 
(1905). Since these reports, few thorough studies of 
pelvic injuries as a whole have appeared, attention 
having been directed toward certain aspects of the 
problem such as central dislocation of the femur and 
injuries to the urinary passages. The most valuable 
recent contributions have been those of Jensen 
(1913), Orator (1923), and Hirsch (1924). 

The pelvis should be looked upon as an arch in 
which the body weight is transferred from the lum- 


bar vertebra to the sacrum and thence to the ilia* 


and the acetabula. Fractures of the pelvis consti- 
tute about 1 per cent of all fractures and 2 per cent 
of all hospitalized fractures. Although they occur 
in children, they are most common in adults, 
especially males between the ages of 20 and 60 
years, and are due most frequently to falls from a 
height or a crushing injury. In recent years the 


incidence of pelvic fractures has been increased by 
automobile accidents and with this increase the 
occurrence of such fractures in women and children 
has become more frequent. 

The author divides pelvic fractures into 2 large 
groups: (1) fractures of the brim of the pelvis, and 
(2) fractures of the pelvic ring, viz., those in which 
the continuity of the girdle is broken. The latter 
include symphyseal separations, dislocations of the 
sacro-iliac joint, and fractures of the floor of the 
acetabulum. 

Of the fractures of the pelvic brim, those of the 
wing of the ilium are by far the most common. 
Next in frequency are the transverse fractures of 
the sacrum. Partial anterior fractures (including 
one or the other border of the obturator foramen) 
and fractures of the rim of the acetabulum are much 
less numerous. 

Fractures of the ilium consist usually in a break- 
ing off of the anterior superior spine with some of 
the surrounding bone. They include also sector- 
shaped fractures of the wing posterior to the 
anterior superior spine. In the series of cases re- 
viewed by the author no typical Duverney fractures 
(transverse fractures of the wing of the ilium) were 
found. ‘The dislocation of the fragment rarely 
exceeds 1 or 2 cm. 

Transverse fractures of the sacrum occur most 
frequently through the fourth sacral vertebra. The 
fissures are often overlooked on X-ray examination; 
in fact, they may not be visible in the roentgen 
plate. Dislocation and nerve injuries are rare. 

Partial fracture of the anterior portion of the pel- 
vic girdle is rare. A diagnosis of fracture of a single 
pubic ramus is often made when in reality the other 
ramus or the inferior ramus of the pubis is also 
broken through, the fracture being therefore of the 
girdle-disrupting type. 

The breaking off of a piece of the upper posterior 
border of the acetabulum is usually, though not 
always, associated with dislocation of the hip. Con- 
versely, dislocation of the hip is often associated 
with the breaking off of bits of the rim of the 
acetabulum. Such fractures may interfere with, or 
even prevent, closed reduction of the dislocation. 

Fractures of the pelvic ring (disruption of con- 
tinuity of the pelvic girdle) are more frequent, more 
serious, more often complicated, and more difficult 
to treat than simple fractures of the pelvic brim. 
The author divides them into: (1) anterior ring 
fractures with separation of the symphysis, (2) 
posterior ring fractures, (3) double vertical fracture 
with separation of the sacro-iliac articulations, and 
(4) fractures of the floor of the acetabulum. ‘These 
fractures are usually multiple. 

The anterior fractures run through the upper and 
lower borders of the obturator foramen, the superior 
border being fractured either through the iliopec- 
tineal eminence or the pubic spine and the lower 
border being fractured through the inferior ramus 
of the pubis or the inferior ramus of the ischium 
medial to the tuberosity. Parasymphyseal fractures 
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and fractures of the superior ramus of the ischium 
are rare. Anterior ring fractures are unilateral 
about five times as frequently as they are bilateral, 
but when they are associated with posterior ring 
fractures they are unilateral and bilateral with 
about equal frequency. Separation of the symphy- 
sis is very rarely uncomplicated. Very frequently it 
is associated with other injuries, but experiments 
have shown that a separation of 1 or 2 cm. may take 
place before posterior injury occurs. 

Posterior ring fractures are rarely isolated. They 
include fractures of the ilium, fractures of the sac- 
rum, and sacro-iliac tears. Iliac fractures are usually 
vertical, but the fracture lines show considerable 
variation. Sacral fractures usually pass through the 
foramina, but may extend through the massa later- 
alis of the sacrum. Rupture of the anterior ligaments 
of the sacro-iliac articulation may occur, without 
tearing of the interosseous ligaments and especially 
from the standpoint of treatment must be differ- 
entiated from tears of the interosseous ligament. 

Various combinations of anterior and posterior 
ring fractures occur. The double vertical fractures 
usually called ‘“Malgaigne’s fractures” are moder- 
ately frequent. Few of them, however, conform to 
Malgaigne’s original description—an anterior frac- 
ture through the borders of the obturator foramen 
plus a posterior fracture on the same side which 
may be a vertical iliac fracture, a sacro-iliac dislo- 
cation, or a vertical sacral fracture. ‘The fragment 
carries the hip joint. The most common double 
vertical ring fracture is an iliac fracture associated 
with a unilateral anterior ring fracture. Next in 
descending order of frequency are: (1) iliac fracture 
with a bilateral anterior ring fracture, (2) sacral 
fracture with a unilateral or bilateral anterior ring 
fracture, and (3) separation of the sacro-iliac articu- 
lation with separation of the symphysis. Other 
combinations also occur but are not frequent. 
These fractures are caused by sagittal or frontal 
compression. ‘True dislocations in which the joint 
surfaces lose all contact with each other are rare in 
the pelvis. Usually there is only partial disloca- 
tion—two joints become luxated or luxation of one 
joint is associated with a fracture. Three types of 
luxation are distinguished: (1) dislocation of one- 
half of the pelvis, (2) dislocation of the sacrum, and 
(3) dislocation of all three joints. 

Fracture of the floor of the acetabulum has 
recently been the subject of considerable discussion 
because of its possible association with so-called 
central dislocation of the head of the femur. This 
fracture is in a measure an indication of the strength 
of the neck of the femur. It is caused by the same 
mechanism as that producing fracture of the femoral 
neck and is usually the result of a fall against the 
great trochanter in which the line of force passes 
parallel with the axis of the neck of the femur, the 
thigh being abducted and rotated slightly medially. 

The central dislocation of the head of the femur 
associated with a fracture of the floor of the aceta- 
bulum may be partial or complete. Fracture of the 


floor of the acetabulum is never a simple breaking 
through of the floor. It is always combined with other 
fractures, most frequently anterior ring fractures. 
The fracture line usually passes obliquely from the 
upper medial to the lower lateral border, but it may 
pass transversely or may be Y shaped. The old lines 
of cartilaginous fusion do not separate. Medial dis- 
location of the lower fragment or fragments almost 
always occurs. Central dislocation was present in 
22 of 47 cases. In 10, it was complete, i.e., the great 
trochanter lay against the rim of the acetabulum. 
It is important to remember that the pull of the 
muscles may render a partial dislocation complete. 

Each case of pelvic fracture or dislocation must 
be treated according to its particular requirements. 
Accurate diagnosis requires a thorough roentgen- 
ological study. In the treatment it should be borne 
in mind that too long bed rest leads to prolonged 
disability and that massage and passive movements 
should be begun early in these cases of fracture as 
in others. 

In fractures of the wing of the ilium it is rarely 
necessary to keep the patient in, bed longer than 
three weeks. Operative reduction is indicated only 
when there is severe dislocation. 

In cases of transverse fracture of the sacrum, the 
amount of bed rest required is about the same as 
that in fractures of the wing of the ilium, but on 
account of the frequency of subjective symptoms 
weight-bearing should be forbidden for an additional 
three weeks. 

Patients with partial anterior ring fractures should 
remain ip bed for three or four weeks. 

Fractures of the acetabular rim will heal with 
bed rest, but in those with dislocation of the femur 
operative intervention may be necessary for the 
removal or fixation of a fragment interfering with 
reposition of the femoral head and weight bearing 
should be prevented for a considerable time. 

In cases of anterior ring fractures, rest in bed is 
rarely necessary for longer than four weeks. ‘The 
wearing of a tight girdle may be of value, especially 
when there is separation of the symphysis. Opera- 
tive treatment for the reposition of fragments and 
wiring of the symphysis are seldom indicated. 

In cases of double vertical fractures and posterior 
fractures and dislocations the patient should be 
kept in bed for from five to eight weeks, and because 
of the tendency toward upward dislocation which 
may increase even with rest in bed, extension is 
advisable. Extension is best obtained by skeletal 
traction. 

In cases of fracture of the floor of the acetabulum 
without central dislocation, bed rest for five or six 
weeks with extension is indicated and weight bearing 
should be prohibited for a number of weeks longer. 
In cases with central dislocation of the head of the 
femur, reduction is absolutely necessary. In the 
author’s opinion, operative reduction gives the best 
results. 

In the cases reviewed, the mortality of pelvic 
fractures as a whole was about 12 per cent. The 
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highest mortality (30 per cent) was associated with 
double vertical fractures. In the cases of pelvic 
rim fractures there were no deaths. The causes of 
death immediately after the accident are hemor- 
rhage, fat embolism, and shock. Later deaths are 
due as a rule to sepsis following injury to the 
urinary tract. 

Of the patients with fractures of the wing of the 
ilium, only 3 per cent showed disability and appar- 
ently this was due to healing of the fragments in 
poor position. 

In the cases of fractures of the anterior ring and 
double vertical fractures, complete recovery re- 
sulted in 93 and 86 per cent respectively and the 
periods of disability averaged one hundred and 
seventeen and one hundred and sixty days respec- 
tively. Invalidism following these fractures is due to 
complications such as deforming arthritis, neuralgia, 
and urinary tract injuries. Only rarely is there dis- 
ability due to healing of the fragments in a faulty 
position. Most of the complaints following healing 
are subjective without findings to account for them. 

In fractures of the floor of the acetabulum the 
immediate prognosis is good, but the ultimate prog- 
nosis is very poor. Recovery without disability 
resulted in only 50 per cent of the cases reviewed. 
Of the patients without dislocation of the head of 
the femur, 6624 per cent returned to work, whereas 
of those with partial dislocations, 41 per cent, and of 
those with complete dislocation, only 1o per cent 
were able to resume their work. 

Fractures of the rim of the acetabulum have a 
poor prognosis because of the tendency toward 
deforming changes about the joint. 

In 96 of the 306 cases reviewed by the author 
the pelvic fracture or dislocation was associated 
with fractures of other bones, usually the ribs. The 
injury causing the fracture may cause also fatal 
vascular injuries. It should be borne in mind that 
retroperitoneal haemorrhage may produce symptoms 
suggesting peritonitis. In 9 of the cases reviewed 
death resulted from fat embolism, and in 2 of these 
cases there was no other fracture besides the pelvic 
fracture. 

The most important complication of pelvic frac- 
tures is injury of the urinary tract. Twenty per 
cent of the patients whose cases were studied 
showed evidence of such injury. The most frequent 
urinary tract complications are rupture of the ure- 
thra and rupture of the bladder. Rupture of a 
kidney is not uncommon, but tears of the ureter 
are very rare. In 15 of the cases reviewed there was 
hematuria of undetermined origin. Of the patients 
with urethral tears, 50 per cent died, several still 


have urinary complaints, and fewer than 50 per ° 


cent have been able to return to work. The most 
important signs of a urethral tear are bleeding from 
the urethra, retention of urine, swelling and dis- 
coloration of the perineum, and resistance to cathe- 
terization. These injuries are due most frequently 
to crushing, punctures, or tears of the urogenital 
triangle associated with anterior ring fractures. 


Separation of the symphysis seems especially likely 
to be associated with injury of the urethra. The 
treatment of a urethral injury is surgical. It may 
consist in partial or complete suture of the urethral 
wound with or without the introduction of a reten- 
tion catheter and with or without suprapubic 
drainage. After the fourteenth day, sounds should 
be passed. 

Rupture of the bladder may be intraperitoneal 
or extraperitoneal. It is usually indicated by the 
appearance of blood in the urine, suprapubic 
swelling, and abdominal rigidity. An excellent 
method of diagnosis is the injection of air into the 
bladder (Vaughan and Rudnick). Immediate repair 
with retention catheter drainage is necessary. 

With the exception of the vagina, the genitalia 
are rarely injured in pelvic fractures. Injury of the 
gastro-intestinal tract and even injury of the rectum 
is unusual. Injuries to nerves are also uncommon. 
According to the literature, the obturator nerve is 
injured more frequetly than the sciatic nerve. 

The hospital cases reviewed are reported briefly 
with tracings of the roentgenograms, and_ the 
insurance cases are tabulated as fully as possible. 

L. Mason, M.D. 


Pfab, B.: The Blood Vessels of the Menisci (Zur 
Gefaessversorgung der Menisci). Zentralbl, f. 
Chir., 1928, lv, 731. 

The author has established certain facts with 
regard to the blood supply of the menisci by injec- 
tion experiments on cadavers and demonstration of 
the vessels filled with the colored injection fluid by 
the transillumination method of Spalteholz. 

The blood supply of the menisci is derived chiefly 
from the capillary loops of the surrounding synovial 
membrane and the smallest vessels penetrate the 
convex surface of the menisci for only a short dis- 
tance. 

Serial sections of a meniscus which was extirpated 
because of luxation showed that the cross-section has 
in general a triangular shape. In the anterior and 
posterior cornau nearly the entire meniscus is pene- 
trated by blood vessels, but in the intermediate 
cartilaginous portion, which is much larger, only a 
small part which is close to the synovia is supplied 
by blood vessels and a blood supply as far as the 
center is to be seen at only occasional points. 

On the other hand, the short convex portion is 
richly supplied with blood vessels in close proximity 
to each other. 

These findings explain why menisci which are 
torn on the convex side or split longitudinally never 
heal and are constantly painful. Rosensurc (Z). 


Mandl, F.: Chronic Villous Hemorrhagic Arthritis 
of the Knee Joint (Chronische Arthritis villosa 
haemorrhagica des Kniegelenkes). Zentralbl. f. 
Chir., 1928, lv, 597. 


Mandle reports a case of chronic haemorrhagic 
villous arthritis of the right knee in a patient thirty 
years of age who had suffered from pain, swelling, 
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and limitation of function of the knee since an in- 
jury sustained three years previously. Occasionally, 
locking of the joint had occurred. Conservative 
treatment had caused no improvement. 

Operation revealed extruding from the capsule, 
brownish red formations which resembled inflamed 
omentum. ‘These were knob-shaped and club- 
shaped proliferations of synovial villi. ‘The entire 
synovial membrane was brownish red and swollen. 
The joint surfaces were free, and the menisci and 
joint ligaments were uninvolved. Examination of 
an excised specimen for tuberculosis was negative. 

Several months later the pain recurred. A second 
operation was then done through a median incision. 
When the capsule was incised, thickened synovia 
immediately protruded. When this very much 
thickened membrane was opened, its articular sur- 
face was seen to be of a dark brownish red. The joint 
surface of the synovia showed also yellow or brown- 
ish red villi of various sizes, some of which penetrated 
between the joint surfaces. The joint surfaces and 
menisci were still uninvolved. The lateral aspects 
of the joint were opened and the pathological parts 
of the synovia removed as completely as possible. 
The joint was then closed. Smooth healing resulted. 

The specimen consisted of numerous small and 
large pieces of tissue which, on cross section, were 
found to consist of a grayish-yellow and yellowish 
mixed tissue of a villous structure. The villi were 
covered by nearly cylindrical epithelium. In the 
broader villi there was a very cellular and vascular 
connective tissue containing numerous islands of 
clear cells with a central nucleus rich in chromatin. 
The protoplasm showed a finely webbed structure 
and was doubly refractive. The cells were polygonal. 
When stained with Sudan, the protoplasm became 
reddish yellow. Especially in the thin villi, there 
was a dark browi pigment, in the region of which 
polynuclear cells could be seen. The Berlin blue 
reaction was positive. The diagnosis was traumatic 
villous arthritis. 

At operation, the condition was at first believed 
to be a sarcoma having its origin in the capsule. 
Other conditions taken into consideration in the 
differential diagnosis were Schiller’s villous arthritis 
and Koch’s chronic haemorrhagic arthritis. In 
Schiller’s arthritis, several joints are usually affected, 
the cause is an infectious process, dumbbell-shaped 
bacilli with foci of cocci are found, and there is no 
involvement of the joint cartilage such as occurs in 
arthritis deformans and no caseation such as is 
associated with tuberculosis. In the case reported 
there were proliferating villi, but no dumbbell- 
shaped bacilli. In Koch’s arthritis, the inflammatory 
pannus formation of the synovial membrane dom- 
inates the picture whereas in the case reported the 
extensive villus formation was the chief feature. 
The latter may be characterized as a chronic 
hemorrhagic villous arthritis of traumatic origin. 
If a new recurrence of symptoms develops in the 
case reported, only ankylosis can be considered. 

HempEeEt (Z). 


Hawley, G. W., and Griswold, A. S.: Larsen-Johans- 
son’s Disease of the Patella. Surg., Gynec. & 
Obst., 1928, xlvii, 68. 

The authors report a case of Larsen-Johansson 
disease of the patella in a boy twelve years of age 
who complained of intermittent pain and a limp 
following a mild strain of the left knee. Physical 
examination revealed only tenderness confined to 
the lower margin of the patella. On X-ray examina- 
tion, a small, irregular accessory center of ossifica- 
tion was found in the lower pole of each patella, but 
this finding was most distinct in the right knee 
which had been free from symptoms. On the left 
side the X-ray showed also the characteristic beak- 
shaped tuberosity typical of Osgood-Schlatter 
disease. The treatment consisted in support of the 
left knee by adhesive plaster and restriction of 
activity for one month. At the end of that time the 
knee appeared normal. 

Five months later the patient returned complain- 
ing of pain in both knees after playing football or 
riding a bicycle. Swelling and tenderness were found 
at the lower borders of both patella. On the left 
side, a bony enlargement was apparent. X-ray ex- 
amination showed pear-shaped patella with well- 
marked knobs on the lower poles where fusion of the 
separate ossification centers to the main bone was 
well advanced. Under the same treatment as that 
given before, the symptoms promptly subsided. 

Hawley and Griswold call attention to the follow- 
ing resemblances between this condition and Osgood- 
Schlatter’s disease: 

1. In both conditions there is an anomalous bone 
formation. In Larsen-Johansson disease this is in 
the form of an accessory center of ossification, 
whereas in Osgood-Schlatter disease it is manifested 
by the beak-shaped tibial en‘physis. It suggests a 
potential mechanical weakness at. the lower end 
of the ligamentum patella in the former condition 
and a similar weakness at the upper end of this 
ligament in the latter condition. 

2. The two lesions are the result of continued 
strain on the patellar ligament and are usually not 
associated with sudden trauma. 

3. The clinical signs and symptoms, roentgen 
findings, course, prognosis, and indicated treat- 
ment are similar. Antuony F. Sava, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Platt, H.: The Treatment of Acute Osteomyelitis. 
Proc. Roy. Soc. Med., Lond., 1928, xxi, 1377. 


Platt describes the anatomy and blood supply of 
the long bones and discusses the different types 
and locations of infection in these bones. He states 
that in the young, infection spreads most rapidly 
subperiosteally and does not reach the medullary 
canal until the later stages. This type of spread is 
typical of metaphyseal osteomyelitis. 

In older children, a diaphyseal location of the 
primary infection may be found in certain long 
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bones. In such cases the infection may have 

reached the bone by the nutrient artery and the 

initial focus develops toward the middle of the 

shaft. The subsequent spread then occurs along 

the cancellous lining and in the medullary canal 

—— toward the proximal and distal ends of the 
ne. 

In adult bones, the primary focus may be in the 
middle of the shaft when the infection reaches the 
bone by the nutrient vessels or in the cancellous 
tissue of the old metaphysis as in the child, but the 
initial focus tends to remain latent and the osteo- 
myelitic process spreads somewhat slowly. 

With regard to treatment, Platt says that it should 
be the aim of the surgeon to establish early and 
effective drainage and early sterilization of the 
wound. The operation should be so designed that 
further devascularization of the infected and un- 
infected bone will be avoided and the infection will 
not be introduced directly into uninfected areas. 
The systemic infection must be combated by appro- 
priate general and specific treatment. In severe 
toxemia and septicemia, intravenous antiseptic 
medication and immunio-transfusion are indicated. 

H. Earte M.D. 


Lexer, E.: Muscle Incisions and Muscle Neurotiza- 
tion (Muskelschnitte und musculaere Neurotisa- 
tion). Beitr. s. klin. Chir., 1927, exli, 436. 

The frequent observation that when once por- 
tions of muscle have been separated from their 
nerve supply they do not regenerate even when 
primary healing occurs and still show atrophy and 
deg:neration years later is not in agreement with 
Erlacher’s findings in experiments on guinea pigs in 
which extensive muscular neurotization was demon- 
strated after from thirt)’-five to forty-eight days. 

Lexer studied the problem again and in this article 
reports upon experiments performed by Sametinger. 
In rabbits, wide muscle flaps were cut from the 
gastrocnemius and adductor longus muscles from 
their origins to their insertions. After one hundred 
and twenty-seven days marked muscle degeneration 
without nerve regeneration was still found; only at 
the edge was there any definite neurotization with 
end-plates. The latter first appeared on the thirty- 
fifty. day and thereafter increased. In the connect- 
ing cicatrix, transversely striated muscle fibers had 
re-appeared, and in the paralyzed portion there 
were a few regenerated fibers where the nerves had 
penetrated. 

In these experiments on rabbits the process of 
muscle neurotization was considerably slower than 
in Erlacher’s experiments on guinea pigs. Lexer 
therefore urges the abandonment of many of the old 
incisions which injured the nerves and their rami- 
fications in the muscles. HorrMann (Z). 


Krida, A.: Surgery of th» Knee Joint. Am. J. 
Surg., 1928, v, 1 


The author first describes his “general utility” 
incision for approach to the knee joint. In operating 


upon the knee he applies a tourniquet. He uses 
plaster only when ankylosis is attempted. In other 
cases he employs a Thomas knee splint with a Pear- _ 
son knee attachment. 

The following conditions are discussed: osteo- 
chondral fractures resulting from a blow on the knee 
joint and producing joint mice; rupture of the cru- 
cial ligaments, chronic synovial hypertrophy of 
traumatic origin, chronic hypertrophic synovial dis- 
ease, osteo-arthritis, proliferative arthritis, the late 
results of sepsis, active suppurative arthritis, ham- 
angioma, tuberculosis, and contraction of the 
quadriceps. 

Two cases of chronic hypertrophic synovial dis- 
ease and one case of osteo-arthritis are reported in 
detail. The author draws the following conclusions: 

1. In many chronic disabled knee joints the 
causes for the persistence of the symptoms are con- 
tained within the joint. 

2. The end-products of gross traumatism or in- 
fection in the types of cases discussed are little, if 
at all, influenced by extrinsic measures such as the 
removal of foci of infection. 

3. The retention of such end-products within the 
joint leads to gradual deterioration of the joint by 
precipitating a vicious cycle of traumatism and 
joint irritation. 

4. The removal of hypertrophic and obstructing 
tissue at a stage before joint deterioration is too far 
advanced checks this process and results in the 
restoration of joint function. 

5. In suppurative arthritis, ankylosis may be 
avoided by complete excision of the infected synovia 
at a favorable time. 

6. Joint function cannot be preserved in the pres- 
ence of gross deterioration of the articulating sur- 
faces or gross invasion by granulation tissue. Joints 
with such changes are fit only for arthrodesis. 

7. The operations discussed can be performed 
satisfactorily through small incisions. Adequate 
exploratory incisions are not accompanied by any 
additional hazard. Freperick A, Jostes, M.D. 


Campbell, W. C.: Arthroplasty of the Knee. 
Surg., Gynec. & Obst., 1928, xlvii, 89. 

The author’s report is based on 111 arthroplasties 
of the knee performed upon ror patients. 

The indications, limitations, and contra-indica- 
tions of the procedure are given, together with a 
description of the technique for the various types of 
ankylosis and the after-treatment. 

The operation is done routinely in ankylosis fol- 
lowing acute pyogenic infections and trauma. In 
cases of multiple ankylosis the difficulty of institut- 


. ing proper after-treatment on account of the number 


of joints involved makes the prognosis less favorable. 
In tuberculous ankylosis of both knees the disability 
is so great that the operation is warranted even 
though there is risk of postoperative recurrence of 
the tuberculous infection. In low-grade progressive 
arthritis the prognosis in not favorable. Ankylosis 
in full extension or in not over 30 degrees of flexion 
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is more favorable to arthroplasty than flexion con- 
tracture of over 80 degrees. 

When shortening of 3 in. has resulted from the 
pathological lesion responsible for the ankylosis, 
mobilization is contra-indicated because it would 
require the further removal of bone. When there is 
old, dense, eburnated bone for a considerable dis- 
tance on both sides of the joint, the chances for the 
production of a movable joint are not favorable. 
Extensive scar tissue with adhesion of the skin to 
the bone renders arthroplasty unsuitable unless it is 
preceded by a plastic operation to invest the joint 
completely with soft, freely movable tissue. Chil- 
dren are not good subjects for arthroplasty because 
of the danger of traumatizing the epiphyses in the 
operation and the difficulty of obtaining the pa- 
tient’s co-operation in the after-treatment. In the 
cases of obese persons, the muscular and ligamentous 
structures are always deficient; hence what there is 
of these structures must be carefully preserved and 
the removal of bone must be restricted as much as 
possible. 

In panankylosis in extension, the joint is opened 
through an anterior longitudinal incision, the bony 
union between the patella and femur is chiselled 
loose, and the tibiofemoral fusion is completely 
severed. Only after this has been accomplished is 
forced flexion of the knee attempted. The posterior 
portions of the femoral condyles are then removed 
with obliteration of the notch between them, and 
the lower extremity of the femur is made convex 
from above downward and from before backward. 
The upper end of the tibia is excised only suffi- 
ciently to reach healthy spongy bone. The surface 
is then made concave from before backward, a large 
shallow cavity being formed for articulation with the 
one condyle of the femur. For the avoidance of 
instability, conservation of the lateral ligaments is 
essential. Special care is necessary not to produce 
valgus. The patella is thinned and a flap of fat tis- 
sue from the posterior surface of the patellar tendon 
is reflected beneath the patella and sutured to the 
tendinous fibers that extend beyond the trimmed 
margins of the patella. A strip of fascia 4 or 5 in. by 
10 in. is taken, preferably from the opposite thigh, 
and made to invest the lower 4 or 5 in. of the ante- 
rior surface of the femur, reflected over the new 
femoral condyle, brought back and sutured to the 
posterior capsule of the joint as high as possible, 
and then carried over the new articular surface 
to the tuberosity of the tibia. The free edges are 
sutured with chromic catgut well over the margin 
of the joint. The joint capsule, fascia, and skin 
are sutured in the routine manner and the limb is 
then placed in a Thomas splint with moderate 
traction. 

Panankylosis in less than 60 degrees of flexion is 
associated with redundancy of the anterior struc- 
tures which allows easy retraction of the quadriceps 
to the outer side. The bone is remodeled and in 
order to overcome the retraction of the posterior 
capsule, the periosteum from the posterior surface 


of the femur and tibia is stripped for a distance of 
1 or 2in. The knee may then be extended and the 
operation is concluded. 

Flexion ankylosis beyond 80 degrees is treated in 
two stages. In the first stage, the joint is opened by 
a posterolateral incision and the posterior portion of 
the condyles is excised. If further extension is 
necessary, the hamstring tendons are divided and 
the limb is put up in full extension in a cast or a fixa- 
tion apparatus without tension. After six weeks the 
cast is removed, a brace is applied, and walking is 
permitted for two months before the arthroplasty 
is completed. 

In fusion between the patella and femur, the quad- 
riceps is freed from the femur and the union between 
the patella and femur is chiselled. The interior of 
the joint is then inspected and a broad sheet of 
fascia lata from the same thigh is folded inward 
beneath the quadriceps tendon and the raw surface 
of the patella, with the deep surface of the fascia 
apposed to the undersurface of the patella and the 
tendon. 

Cases of tibiofemoral fusion with a freely movable 
patella are treated by lateral retraction of the 
patellar tendon and remodelling of the joint as de- 
scribed but without the pedicle flap. 

Immediately after the operation the limb is 
placed in a hinged Thomas knee splint locked in full 
extension and moderate traction is applied. No 
motion is allowed for ten days. At the end of that 
time, the operative wound being healed, active and 
passive motion under the direct control of the pa- 
tient is instituted, the limb being maintained at any 
desired angle by means of a rope attached to the 
hoop of steel and above to an overhead frame and 
another rope fastened to the lower extremity of the 
Thomas splint and passed through a series of pullies 
to the head of the bed. The motion is increased 
early but with care not to increase it too fast. At 
the end of thirty days passive motion in the knee 
should not exceed 30 degrees, and at the end of 
sixty days it should not exceed 40 degrees. If the 
joint is stable at the end of six weeks, the splint is 
removed and walking is permitted with a Thomas 
caliper brace with an adjustable joint at the knee for 
the gradual increase in motion. Full weight-bearing 
is not allowed until the structure of the bone has 
become practically normal. 

Antuony F, Sava, M.D. 


FRACTURES AND DISLOCATIONS 


Orr, H. W.: The Treatment of Infected Wounds 
without Sutures, Drainage Tubes, or Antisep- 
tic Dressings. J. Bone & Joint Surg., 1928, x, 605. 


Wound infection may occur at the time of the 
injury, at the time of primary treatment, or at the 
time of secondary treatment or surgical dressing. 
As there is no constant factor to indicate when pri- 
mary closure may be attempted without danger, it 
is quite unsafe to recommend primary closure for 
general adoption. 
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In the treatment of compound fractures the fun- 
damental requisites are adequate drainage during 
any period of infection, maintenance of the parts in 
a position which is favorable for circulation and re- 
pair, protection of the fracture against muscle 
spasm and other forms of irritative motion, pro- 
tection of the area against the invasion of additional 
infection, and sound healing in a position which 
will be entirely suitable for the early resumption of 
function. 

In the author’s cases of infected compound frac- 
tures the injured parts are placed in the correct 
position with the use of a fracture table, skeletal 
traction, etc. if necessary, and the primary treat- 
ment given is as simple as possible. The wound is 
packed wide open in every part with an aseptic, 
non-absorbent mass, and over a dry sterile dressing 
a splint or cast is applied which will maintain the 
parts in the correct position throughout the period 
of healing. In this procedure primary infection is 
reduced or at least is not increased. No stitches, 
tubes, irrigations, or wet packs are employed. 
The vaseline mass is inserted to facilitate drainage 
and for secondary protection. No dressings are 
done. The primary dressing is allowed to remain in 
place for from two to six weeks, until wound healing 
is well established and at least primary consolida- 
tion of the fracture has occurred. 

In the actively infected case (the case in which 
attempted primary suture has failed, for example) 
the treatment should consist in cleansing of the 
infected area, wide open drainage by a sterile pack, 
splinting in the correct position, and measures to 
prevent further irritative motion and to insure 
against dressing infection. 

Howarp A. McKnicut, M.D. 


Bradburn, M.: Compound Fractures. South M. J., 
1928, xxi, 446. 

Bradburn compares the open and closed methods 
of treating compound fractures. He classifies such 
fractures into the following three groups: (1) those 
in which the skin wound is small and made from 
within outward, (2) those in which the skin wound 
is large, and (3) those in which there is considerable 
comminution. 

Cases of the first type are treated as simple frac- 
tures after a delay of from seven to nine days has 
demonstrated the absence of infection. In those 
of the second type the wound is carefully cleaned 
with benzine-iodine and a débridement is _per- 
formed. If the wound is badly infected, Carrel- 
Dakin treatment is instituted. After this treat- 
ment, the fracture is splinted externally or inter- 


nally and Lane plates may be used without fear. - 


For compound fractures with considerable com- 
minution, conservative measures are urged. In 
most cases the treatment consists in débridement, 
Carrel-Dakin irrigation, and traction followed, if 
necessary, by internal fixation after the tempera- 
ture has been normal for a week. 

W. P. Biount, M.D. 


Clavelin, C.: Three Cases of Isolated Fracture of 
the Diaphysis of the Radius with Luxation of 
One End of the Bone (Trois cas de fracture isolée 
de la diaphyse radiale avec luxation de l’une des 
extrémités du radius). Bull. et mém. Soc. nat. de 
chir., 1928, liv, 645. 


The first case reported by the author was that of 
a soldier who fell while performing gymnastic exer- 
cises and pinned his right forearm between his body 
and the ground. The accident was followed by 
marked swellings about the elbow and forearm. 
There was no interference with flexion or extension 
of the forearm, but pronation and supination were 
greatly restricted and painful. Pressure revealed 
painful points at the head and in the upper third of 
the radius. The ulna seemed to be normal. ‘The 
roentgenogram showed a widely displaced fracture of 
the radial diaphysis at the juncture of the upper and 
middle thirds and a backward and outward disloca- 
tion of the head of the radius. 

At operation performed five days later, muscle 
was found interposed between the ends of the 
fractured bone. Following removal of the inter- 
posed muscle, reduction was easily accomplished. 
A Sherman plate was then applied to the radius and 
the arm put up in supination in plaster of Paris. 

Reduction of the fracture was proven by post- 
operative X-ray examination. The splint was left 
on for a month and at the end of that time move- 
ment was begun. After five months the arm could 
be flexed to a right angle and extension was only 
slightly limited. Supination was complete, but 
pronation was only half normal. A later roent- 
genogram showed proper healing of the radius but 
also much newly formed bone about the radial 
head. At a second operation, the newly formed 
bone, which extended along the tendon of the 
brachioradialis muscle, was removed. 

Two years after the accident, elbow flexion was 
limited to 85 degrees, extension was possible to 160 
degrees, supination was complete, and pronation 
was one-half normal. There was no atrophy of the 
arm or forearm. The power of the arm was good. A 
roentgenogram showed many osteophytes about 
the elbow joint. 

The second case was that of a man who was struck 
on the forearm by a back-firing motor crank. The 
diagnosis, confirmed by the roentgenogram, was 
fracture of the radial diaphysis with dorsal displace- 
ment of the distal end of the radius at the wrist. 
The fracture and luxation were reduced under 
general anesthesia and the arm fixed in plaster of 
Paris, the forearm being flexed to 90 degrees and in 
forced supination and the hand in flexion and ulnar 
deviation. The roentgenogram showed the reduc- 
tion to be fairly satisfactory. 

On the forty-fifty day, the splint was removed 
and movement and physiotherapy were started. 
Six months later, flexion and extension at the elbow 
were normal, supination of the forearm was com- 
plete, and pronation of the forearm was diminished 
one-fourth. At the wrist, only extreme flexion and 
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extension were impossible. The grip of the hand was 
diminished but improving. 

The third case was another back-fire injury of 
the forearm. Forty-cight hours after the accident, 
without anesthesia, the arm was placed in a plaster 
splint in semi-pronation. After twenty days the 
splint was removed and the patient told to use the 
arm. Later on, flexion and extension at the elbow 
were normal and there was complete pronation of 
the forearm but supination was one-third normal, 
the wrist movements were limited, flexion and 
extension of the fingers, though complete, were 
weak, an angular deformity of the forearm was 
found, and roentgen examination then showed mal- 
union of the lower third of the radius with 
dorsal luxation of the distal fragment. 

At operation, a cuneiform osteotomy was done on 
the radius at the site of the fracture and, because of 
the shortening of the radius and the irreducibility 
of the radio-ulnar luxation, the lower end of the 
ulna was resected. Osteosynthesis of the radius 
was then done and the arm fixed in plaster with the 
clbow flexed at 90 degrees and the forearm in forced 
supination. 

The splint was removed after forty days. Four 
months later, flexion and extension of the elbow were 
normal, supination of the forearm was complete, 
and pronation of the forearm was one-third normal. 
At the wrist there was shortening of 1 cm. and exten- 
sion was still limited. In the hand there was great 
improvement. The roentgenogram showed bony 
union of the radius in good position. 

KELLOGG Speed, M.D. 


Wilmoth, C. L.: Fractures of Lumbar Vertebrze 
Due to Hyperextension and Extreme Muscular 
Action. J. Am. M. Ass., 1928, xci, 6. 


Compression fractures of the vertebral bodies due 
to forced hyperflexion of the spine are common but 
are frequently not recognized and are treated as 
back strains or sacro-iliac strain. 

Sudden hyperextension associated with extreme 
contraction of the extensor muscles of the spine pro- 
duces a rupture of a portion of the anterior longi- 
tudinal ligament or its adjacent fibrocartilage which 
carries with it a portion of the cancellous bone of 
the vertebral body. 

Fractures of the transverse processes of the lum- 
bar vertebrae due to sudden extreme muscular 
action are usually transverse and near the middle 
of the transverse process. In the author’s cases 
without a history of a fall or blow, the fracture 
involved the second, third, or fourth transverse 
process. In only three of the sixteen cases reported 
was the first transverse process fractured. 

These fractures occur most commonly in men 
with excellent muscular development. In five of the 
sixteen cases reported the fracture was due to sud- 
den extension and twisting of the spine; in cight, to 
a fall without contusion of the back; and in three, to 
direct injury to the back with contusions in the 
lumbar region. 


The possibility of fracture of the transverse ‘proc- 
esses or chip fracture of a vertebral body should be 
considered when sudden extreme muscular action 
in which the spine was hyperextended or twisted 
about in an attempt to escape a fall was followed 
by acute pain, a definite point of tenderness, limita- 
tion of motion, muscular rigidity, and instability. 
The diagnosis can be made definitely only by roent- 
gen examination of the spine in the lateral and 
anteroposterior planes. 

The treatment of fractures of the transverse proc- 
esses and fractures due to hyperextension of the 
spine is the same as that for fractures elsewhere— 
rest and immobilization. 

In cases of old unrecognized fractures of the 
transverse processes with non-union or fibrous union, 
operation is indicated if immobilization and rest do 
not give permanent relief. 

NorMANn Buttock, M.D. 


Krida, A.: Congenital Dislocation of the Hip; 
the Effect of Anterior Distortion; A Procedure 
for Its Correction. J. Bone & Joint Surg., 1928, 
X, 504. 

Confining his remarks to the closed reduction of 
congenital dislocation of the hip in young children, 
Krida emphasizes the importance of recognizing the 
anterior distortion in this condition and its effects 
upon reduction and retention of the head within 
the acetabulum. 

After reviewing the historical aspects of the treat- 
ment, he describes in detail a method he has used 
satisfactorily in nineteen cases with anteversion of 
the neck. He is of the opinion that distortion is a 
more frequent cause of failure in permanent reduc- 
tion than is generally recognized. Therefore, after 
reduction and the ninety-ninety position for two 
weeks, he removes the plaster and places the limb 
in the degree of internal rotation which is necessary 
to overcome the anterior distortion entirely. Ordi- 
narily, the limb is held in this position for three months 
and at the end of that time the internal rotation is 
corrected by a manual supracondylar osteotomy in 
which one hand fixes the head of the femur in its 
original position and the other hand rotates the 
lower fragment outward until the patella lies in the 
sagittal plane or somewhat beyond it. Plaster is 
then applied with the hip in moderate abduction 
and with slight flexion at the knee. In unilateral 
cases this cast is left on for six weeks, and in bi- 
lateral cases for a longer time. On its removal, nor- 
mal activity is resumed gradually. 

C, Cotonna, M.D. 


Thomson, J. E.M.: The Treatment of Fractures 
of the Neck of the Femur by Double Leg 
Casts in Fixed Traction and Triangle Truss 
Support. Surg., Gynec. & Obst., 1928, xlvii, ror. 

In the author’s cases of fracture of the neck of the 
femur the patient is placed on a fracture table and 
both legs are placed in the extension apparatus by 
binding the feet firmly with a muslin bandage to the 
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footpieces of the table. The legs are then abducted 
to the degree necessary to produce apposition of the 
parts and traction is applied equally to the un- 
injured as well as the injured leg to bring the pelvis 
down to the correct position against the pelvic rest 
of the table. When full length and proper position 
have been obtained, long moleskin traction straps 
which have rope ends and extend well up on the 
thighs are applied to cither side of both legs and held 
in position by muslin and sheet-wadding bandages. 
The knees are flexed slightly by means of overhead 
retaining slings, and a plaster-of-Paris double spica 
cast is applied from the lower pelvis down to the 
ankles. 

After the plaster has set, the rope ends of the 
traction straps are turned back against the sides of 
the leg casts and while a forceful pull is made on the 
ropes, a sufficient amount of plaster of Paris to 
embed the rope ends in the cast is applied. During 
this procedure the traction is kept up through the 
footpieces to which the feet are bound. When the 
bandages are cut from the foot, the fixed traction 
straps prevent the leg from slipping back up into the 
cast. 

Two boards, one below the knees and behind the 
calves of the legs and the other above the knees and 
over the quadriceps region, are embedded in the 
plaster cast. Only a low pelvic band of plaster is 
used to maintain the position. 

At the end of from eight to ten weeks the casts 
are removed and a long, well-fitting ring caliper 
splint is applied. This is worn for one month, during 
which time the patient uses a wheel chair and mas- 
sage and active and passive motion are instituted 
daily. At the end of twelve weeks the patient is 
allowed to walk with crutches. At the end of six 
months he is allowed to walk with a cane and a 
crutch if the X-ray findings are satisfactory. After 
nine months all support is discarded. 

Antuony F. Sava, M.D. 


Clavelin, C.: A Suspension Apparatus Taking the 
Ischium on the Sound Side as the Point of 
Counter-Traction; Results in Five Fractures 
of the Femur—One Fracture of the Neck and 
Four Fractures of the Diaphysis (Appareil a 
suspension prenant point d’appui sur l’ischion du 
coté sain; résultats de 5 fractures du fémur—1 
fracture du col, 4 fractures diaphysaires). Bull. et 
mém. Soc. nat. de chir., 1928, liv, 680. 

In October, 1925, Picot first described an articu- 
lated cradle for the treatment of fractures of the 
femur which was supported by the ischium on the 
sound side. Since then, this apparatus has been 
perfected by Clavelin by the addition of two lateral 
crutches which help to prevent swinging of the 
_ Clavelin reports five cases in which it was 
used. 

The first case was that of a man with a fracture of 
the neck of the femur. Treatment in Whitman’s 
position with continuous suspension traction was 
followed by bony union. The leg was held by the 
apparatus in abduction of 20 degrees with the foot 


in forced internal rotation and continuous traction 
was applied by adhesive applied to the whole limb. 
When the roentgenogram showed slight overcor- 
rection and a tendency toward coxa valga, a weight 
of 9 kgm. which was gradually decreased to 8 kgm. 
was applied. The position was maintained for about 
a month. All apparatus was then removed in less 
than nine weeks, and at the end of that time move- 
ment and massage were begun. The patient was 
kept in bed for about five months and then was 
allowed up on crutches. Seven months after the 
accident the fracture was solidly united with a good 
callus and there was no shortening of the leg. 
During the course of healing the patient had a 
severe attack of diphtheria. 

The four other cases reported by the author were 
cases of fracture of the shaft of the femur treated 
by nail extension (skeletal traction) and the use of 
the apparatus described. One was a case of inter- 
trochanteric fracture and the three others were 
closed fractures of the middle third of the shaft. 
By the method employed, abduction of the leg to 
as much as 50 degrees could be obtained. In all 
of the cases the anatomical and functional results 
were satisfactory. 

Clavelin states that the treatment described 
favors early restoration of function in the knee and 
that the Steinmann nail causes no reaction in the 
knee joint or the condyles of the femur. The 
nail must not be passed through the synovial sur- 
face, and the traction wire must be kept from press- 
ing upon the skin. 

The nail is inserted into the femur under spinal 
anesthesia. Spinal anaesthesia is preferred to local 
anesthesia because it gives better relaxation. The 
splint which is supported by the ischium of the 
sound side gives good pelvic fixation. The adjust- 
ment of the lateral crutches prevents all movement 
of the pelvis and increases the stability of the 
apparatus. The apparatus may be adjusted for 
flexion or abduction of the thigh and for flexion of 
the knee and may be used for all fractures of the 
femur. Its only disadvantage is that it is not 
bilateral. 

During the course of the treatment, repeated . 
X-ray examinations should be made for proper 
estimation of the amount of traction necessary. 

DuJarter, who discussed this report, stated that 
in the period from 1925 to 1926 he treated ten 
fractures of the neck of the femur in the Whitman 
position with plaster dressings. One patient died of 
bronchopneumonia. In four cases, definite bony 
union with a good functional result was obtained. 
In five cases there was a pseudarthrosis, but in 
two of them locking of the fragments permitted 
satisfactory function. In three cases there was bony 
consolidation after six or seven months, but the 
callus was not complete and several months later 
the callus was absorbed and a late pseudarthrosis 
developed. In two of these three cases an operation 
was performed for the insertion of a bone graft from 
the fibula and bony union was finally obtained. 
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The orthopedic treatment therefore resulted in 
bony consolidation in only four of the nine cases. 
When a late operation was performed the treatment 
was prolonged for more than a year. Dujarier has 
therefore decided to treat recent fractures of the 
neck of the femur in young persons by fibular bone 
grafting. The others he will continue to treat by 
the Whitman method. He believes that Clavelin 
was too enthusiastic with regard to the orthopedic 
treatment when he stated that it gives as good 
results as open operation. 

CunE£o stated that he has obtained very good 
results in the use of suspension traction in fractures 
of the neck of the femur and uses this traction also 
after open operations on the shaft. 

Picot reported that he had used his apparatus 
with good results throughout the World War. He 
gave Clavelin credit for perfecting it. 

Other surgeons taking part in the discussion also 
favored the method described and agreed to call the 
apparatus the “Picot apparatus.” 

KELLOGG Sprep, M.D. 


Ellis, J. D., and Coulter, J. S.: The Management 
of Tarsal and Metatarsal Fractures. J. Am. 
M. Ass., 1928, xci, 81. 

In man, the foot is a specialized organ and there- 
fore, after injury, requires as great care as the hand. 

The reaction of bones to trauma is of two types — 
the atrophic and the hypertrophic. 

In 1908, Kohler described the roentgenographic 
appearance of atrophic changes as a diminution in 
size, irregularity in outline, and an increase in the 
density of the bone. The increase in density is due 
largely to loss of calcium salts in the surrounding 
bones as the result of the atrophy of disuse but to 
some extent also to compression. 

Rarefaction and collapse of the tarsal bones may 
be caused by slight trauma with subsequent pressure 
on the bone due to weight-bearing and the pull of 
the muscles. 

Slight fractures may produce serious late results 
and should therefore be examined with the X-ray 
from time to time for the beginning of necrosis and 
collapse. 

Further injury to slightly compressed bone or 
injured ligaments and blood vessels may be avoided 
by the application of extension to the parts distal to 
the injury. 

The hypertrophic reactions in bones, periosteum 
cartilages, ligaments, and joint capsules are much 
more frequent and difficult to treat than the atrophic 
reactions. An injury may initiate locally all of the 
pathological changes which are considered charac- 
teristic of arthritis deformans. 

Certain persons have an osteogenic dyscrasia 
which results in general hyperplasia of structures in 


and around joints following even the slightest 
trauma. A logical explanation for the precipitation 
of calcium and the development of fibrosis in the 
vicinity of injured bones and joints which has been 
advanced by Barille, Wells, Holt, and others is that 
calcium salts normally in colloidal solution in the 
blood and tissues are soluble only because of a cer- 
tain fixed content of carbon dioxide in these solu- 
tions and if the amount of carbon dioxide is de- 
creased, the salts are precipitated. It can be readily 
conceived that in locations of low-grade metabolic 
activity such as necrotic areas, regions of fibrosis, 
thrombosed_ vessels, or hamorrhage, little carbon 
dioxide is present and any fluids infiltrating these 
areas will have their carbon-dioxide content reduced 
with the precipitation of calcium salts. 

Therefore, in an injured foot in which a tendency 
toward fibrosis and the deposition of calcium begins 
to be manifested, it appears to be of primary impor- 
tance to accelerate metabolism and increase the cir- 
culation as much as possible without manipulation 
of the injured parts which would increase the tissue 
reactions. 

As soon as examination reveals hypertrophic reac- 
tions, the treatment should be directed toward the 
elimination of all sources of focal infection and 
toxemia. The procedures and agents indicated in 
the treatment are the following: 

t. Reduction of any deformity and measures to 
prevent plantar angulation. These indications are 
best met by extension and manipulation, but ma- 
nipulation should be as limited as possible. 

2. Immobilization with preservation or exag- 
geration of the concavity of the foot in slight supina- 
tion and with traction on the forepart of the foot to 
relieve the pressure on the crushed tarsal bones and 
their ligaments and joint cartilages and maintain 
extension in the metatarsals to assure alignment of 
the fractured shafts. 

3. Heat in the form of diathermy and massage 
by superficial stroking. 

4. Early assistive movements to prevent tendon- 
sheath adhesions. 

5. The wearing of correct shoes with felt arch 
supports as soon as weight-bearing is allowed. 

6. The use of heat, massage, exercise, and the 
sinusoidal current to restore the venous and lym- 
phatic circulation, reduce muscle spasm, and 
strengthen the muscles. 

In conclusion the authors state that manipulation 
of stiffened joints of the foot under anaesthesia is 
almost invariably a mistake. Generally within a 
week after such treatment the joints are stiffer than 
before treatment or too painful for function. This 
is true particularly in cases in which the injuries have 
shown a hyperplastic reaction. 

Norman G. Buttock, M.D. 
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BLOOD VESSELS 


Miller and Roepke: Thrombosis and Embolism 
(Thrombose und Embolie). Zentralbl. f. Chir., 
1928, lv., 224. 


Miller discusses the pathologico-anatomical as- 
pects of thrombosis and embolism. Thrombi occur 
in the heart, arteries, capillaries, and veins. They are 
found in from 21.5 to 32 per cent of autopsies. The 
ratio of thrombi in the veins to thrombi in the 
arteries is 3:4.1. The formation of thrombi is more 
frequent at advanced age. The frequency of post- 
operative thrombi is from 1.2 to 1.8 per cent. 

In the large, almost cylindrical thrombi, a head, a 
neck, and a tail are discernible. Thrombi are white, 
red, or of a mixed color, depending upon their com- 
position. Every thrombus begins with the formation 
of a white headpiece at its site of attachment to the 
vessel wall. Frequently this headpiece is very small. 
In a vein, a thrombus grows partly toward the heart 
and partly toward the capillaries. As a rule, it is of 
a mixed structure. Every autochthonous obliterat- 
ing thrombus shows a white headpiece, a mottled 
neckpiece, and a red tailpiece. The tailpiece is 
usually the largest. 

The form of large venous thrombi is cylindrical. 
In the ventricles of the heart, thrombi are often 
spherical, pedunculated, and polypoid. In the auri- 
cles, they are often spherical and freely movable. 
The size of a thrombus depends upon the caliber of 
the affected vessel and the site of the lateral branches. 
Thrombi are often surprisingly long. Their surface 
is partly smooth, partly rippled, showing parallel or 
crossed stripes corresponding to the lamella of plate- 
lets. There are mural, obturating, and free spherical 
thrombi. 

All of the corporeal elements in the blood, includ- 
ing the fibrin, take part in the formation of blood 
thrombi. Every thrombus begins as a white throm- 
bus in the circulating blood by the exclusion of a cir- 
cumscribed portion of the vessel wall during marked 
slowing of the blood stream. The building stones of 
the white thrombi are the blood platelets. These 
leave the axial current for the peripheral current 
which is normally from eight to twenty times slower. 
The same substances that have a clumping effect on 
the red blood cells also favor clumping of the plate- 
lets. Hence the formation of free thrombi, agglutina- 


tion thrombi, and platelet thrombi. The platelets . 


degenerate into a granular mass, the platelet fibrin. 
In the large arteries, leucocytes and fibrin fibers be- 
come adherent to the platelet thrombus. White 
thrombi are therefore cither pure platelet thrombi or 
formed of platelets plus leucocytes and fibrin. 

The fibrin originates from the fibrinogen, which is 
constantly present in the plasma, and from the fer- 


ment, thrombin, which is not normally present in the 
blood. The thrombin is formed from an inactive pre- 
ferment in the blood, the prothrombin, under the 
influence of thrombokinase. This activating sub- 
stance consists chiefly of blood platelets and endo- 
thelia. The presence of calcium salts is also neces- 
sary. The blood platelets form also the framework 
of the progressively growing thrombus. This frame- 
work consists of platelets arranged in a fan-shaped 
manner or in parallel lamella which appear trabecu- 
lated on section and run vertically or obliquely 
toward the blood-vessel wall. Fibrin fibers and leuco- 
cytes become attached to it. In the interspaces of 
the framework which is covered by leucocytes there 
is a fibrin net, the meshes of which become filled with 
red blood corpuscles. 

The red thrombus is very similar to the cruor coag- 
ulum seen in cadavers, but is softer and more fragile. 
It is rarely primary, developing as a rule on a white 
thrombus headpiece, usually as the result of coagula- 
tion peripheral to an obstructing thrombus. It there- 
fore forms the tailpiece of the latter or an attached 
coagulation thrombus. The white free thrombus de- 
velops in a slow or whirling current of blood in a 
physical way, whereas the red coagulation thrombus 
is formed chemically in stagnating blood. White and 
mixed thrombi develop only in circulating blood. 

The conditions necessary for the formation of 
thrombi are: (1) changes in the vessel wall, (2) 
changes in the blood current, and (3) changes in the 
character of the blood. 

Changes of the first type are exemplified by bac- 
terial lesions of the heart valves, atherosclerosis, 
phlebosclerosis, ancurisms, and general nutritional 
disturbances. Changes in the vessel walls are of more 
importance in the localization of thrombi than in 
their formation. Traumatic injury of vessel walls 
and ligation of vessels do not necessarily lead to 
thrombosis. 

Changes in the blood current are the most impor- 
tant. Thrombi are formed much more frequently in 
the veins of the pelvis and legs with their slow circu- 
lation than in the arteries which are rapidly perfused 
and in which there are frequent changes in the inti- 
ma. Thrombi are formed in slowly flowing blood 
with whirl formations in: (1) vascular dilatations, 
(2) stasis, and (3) cardiac weakness. 

The essential cause of changes in the character of 
the blood lies in electrical variations. In cases of 
postoperative thrombi there are disturbances in the 
acid-base balance which favor coagulation. 

Bacteria or toxins may exert an influence upon the 
blood, the walls of the blood vessels, the heart, and 
the vasomotor centers and thereby upon the circula- 
tion. When thrombosis occurs in the infected region 
there is not only a local effect but also a distant 
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effect. The fate of a thrombus may be: (1) dessica- 
tion and contraction, (2) organization, (3) central 
fermentive degeneration, (4) stone formation, occur- 
ring frequently in the veins (phleboliths), (5) suppu- 
rative degeneration as the result of bacterial inva- 
sion, or (6) disappearance. The disappearance of a 
thrombus has been demonstrated positively only in 
experiments on animals. 

Thrombotic processes are very easily torn off into 
a still patent lateral branch of the blood vessel or into 
a large open vascular trunk. Thrombi from the 
venous system and thrombi from the right heart 
enter the pulmonary arteries. ‘Thrombi from the left 
heart and the aorta reach the internal viscera or the 
extremities. A rare combination of both routes 
occurs in the presence of a patent foramen ovale. 
Retrograde movement may also occur. 

Of special importance is pulmonary embolism. 
Moeller found this complication in 28 per cent of 176 
autopsies. It occurs most often in persons with malig- 
nant tumors and serious circulatory disturbances. 
The frequency of death from embolism after opera- 
tion is 0.3 percent. Recently the incidence of throm- 
bosis and embolism has increased. The ratio of in- 
volvement of the right lung to involvement of the 
left lung is 4:3. The condition occurs particularly 
often in the right lower lobe. It is most common 
after operations on the prostate, next most common 
after operations on the gastro-intestinal tract and 
biliary passages, and less common after operations 
for appendicitis, hernia, and goiter. 

When the heart is not weakened, the occlusion of 
even a very large branch causes no anatomical 
changes, but in the presence of valvular disease, 
severe general disease, or senility, a hamorrhagic 
pulmonary infarction or, with occlusion of the main 
vessel, sudden death results. The vast majority of 
thrombi originate in the femoral veins. Emboli in 
other organs cause a transient or permanent impair- 
ment of the blood supply. If an embolus enters an 
end-artery, a wedge-shaped, usually white or anemic 
infarct results. In the brain, a softening always 
occurs. If the bronchus contains bacteria, a suppu- 
rative degeneration results with the formation of an 
embolic abscess and demarcation. 

Roepke discusses the clinical aspects of thrombosis 
and embolism on the basis of 6,980 operations. He 
states that the incidence of thrombosis has increased 
from 0.35 to 0.62 per cent, and the incidence of 
embolism from 0.12 to 0.46 per cent. These condi- 
tions occur most frequently after abdominal opera- 
tions. The increase in their incidence after hernia 
operations is striking. Obesity plays a subordinate 
part in their development. They are most common 
between the ages of thirty and sixty years. They do 
not seem to occur with greater frequency in one type 
of person than another or at one season of the year 
more than at another. Of 16 clinically demonstrable 
cases of thrombosis in which pulmonary embolism 
developed, recovery resulted in 37.5 per cent and 
death in 62.5 per cent: Of 28 cases without thrombo- 
sis in which pulmonary embolism developed, recov- 


ery resulted in 46.5 per cent and death in 53.5 per 
cent. When thrombosis occurs in cases in which 
drainage is established, it develops from two to four 
days later and its course is less severe than in cases 
without drainage. Patients with drainage after oper- 
ations on the pelvic organs withstand the after- 
effects of the intervention much better than those 
with primary closure. In the cases reviewed, local 
anwsthesia and getting the patient out of bed early 
caused no decrease in the incidence of thrombosis 
and embolism. Exercise therapy was more effective. 
The incidence of fatal embolism after laparotomy 
was 0.43 percent. In the prophylaxis, it is important 
to prevent and treat disturbances of the circulation. 
In quickly ascending thrombosis, ligation of the 
trunk of the saphenous vein is indicated and the 
Trendelenburg operation should be attempted 

Dietrich states that local thrombus formation in a 
circumscribed area of a blood vessel must be differen- 
tiated from progressive thrombosis. In progressive 
thrombosis, infectious processes play an important 
part. A search should be made for the source of 
origin of the thrombus. An important source in bed- 
ridden patients is the insertion of the gluteus muscle 
on the sacrum. From here, thrombi are carried to 
the femoral vein. Ina series of 1,763 autopsies, large 
thrombi were found in 7.9 per cent. In 18.9 per cent 
of these, the gluteal focus was the source of origin. 
In 78.5 per cent of the thromboses an infection was 
the etiological factor. As the result of the continued 
action of bacteria and their metabolic products, a 
sensitization of the vascular endothelium occurs by 
way of the reticulo-endothelium. This may be mani- 
fested by the formation of offcasts and protuberances 
or merely an increased reaction power which pro- 
duces a slight attachment of circulating bacteria. 
The valves of the veins, like the valves of the heart, 
seem to be especially involved. The thrombus there- 
fore represents a reaction between the blood-vessel 
wall and the blood. A prerequisite is a change in the 
capability of the vascular endothelium to react. 
Another factor of importance is a circulatory dis- 
turbance. 

In the discussion of this report, Rrtrer stated that 
he had not noted any increase in the number of cases 
of thrombosis and embolism in recent years, but that 
he seldom gives intravenous injections or blood trans- 
fusions. He emphasized that even in the first few days 
after an operation the patient should move about in 
bed. In the treatment of inflammatory processes, 
Ritter avoids as much as possible every form of 
splint or immobilization except the plaster cast, and 
when a'plaster cast is employed the extremity is 
moved. Movement militates against the formation 
of thrombi. It is possible that the deterioration of 
narcotics also plays a part. Immobilization is not the 
proper form of treatment. The careful application of 
resorption-favoring measures, arterial hyperemia, 
and movement are indicated. 

FRUEND, in a review of his own statistics on 7,588 
operations, reported a decrease in the incidence of 
embolism from o.5 per cent in 1922 to 0.16 per cent 
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in 1927. He believes that changes in the vessel walls 
and infection cannot be considered the primary 
causes since it is obvious that the deposition of blood 
platelets must occur much more often than thrombo- 
sis and that improvement in the circulation of the 
blood must again wash away the deposited blood 
platelets. For the formation of a thrombus the plate- 
lets must become adherent and this is the result of a 
change in the consistency of the blood. A relation- 
ship to endocrine disturbances is possible as certain 
organic diseases are predisposing causes. However, 
the rarity of thrombosis following goiter operations 
is striking. Emboli seem to be more common in cer- 
tain séasons of the year, their maximum incidence 
being reached in February and March and their next 
greatest incidence in September and October. ‘The 
rapidity of sedimentation of the red blood cells is 
strikingly decreased. The most important factor is 
certainly the slowing of the blood stream (disease of 
the circulatory apparatus). A reduction of tone, 
especially in the veins, is sufficient. Intravenous 
therapy has no effect. In certain cases of embolism 
there is hypothyroidism. Therefore Fruend now 
treats all patients with thyroid gland preparations 
before and after laparotomy. 

RueEF stated that most patients developing em- 
bolism are pale and obese but usually healthy per- 
sons of medium size with a short neck and thorax, a 
barrel-shaped abdomen, hypernormal body fullness, 
a narrow shoulder girdle, a deposit of fat on the 
extremities, narrowness of the upper part and rela- 
tive broadness of the lower part of the thoracic cage, 
diminished respiratory excursions, high position and 
slight mobility of the lungs, diminished muscle tonus, 
narrowness of the aorta, and a relatively small heart. 
More than two-thirds of patients with embolism 
have latent cardiacinsufficiency, often witha positive 
Aschner symptom. They are vagotonics and consti- 
tutional weaklings, frequently with psychic insta- 
bility. Stasis in the vascular system must be pre- 
vented by such measures as pre-operative prepara- 
tion of the heart, emptying of the intestines, active 
and passive muscle movements before and after 
operation to increase the venous blood stream, and 
— exercises to strengthen the power of the 

eart. 

BUTZENGEIGER reported that the grippe epidemic 
which began after the World War and has not yet 
disappeared causes considerable injury to the walls 
of the blood vessels which is favorable to the occur- 
rence of thrombosis. This explains the increase in 
the incidence of thrombosis during the months when 
grippe is most prevalent. Hence caution is necessary 


in advising operation in the case of a patient who has 


just recovered from an attack of grippe. 

STEGEMANN reviewed the end-results in the first 
case of pulmonary embolism successfully operated 
upon by Kirschner. The patient was examined regu- 
larly up to March, 1928, but no evidence of disease 
of the heart or lungs was found. 

COENEN reported the incidence of pulmonary em- 
boli to be 0.25 per cent. 


NAEGELI stated that in all statistics on embolism 
and thrombosis the ages of the patients should be 
given. As treatment, he recommended early opera- 
tion and systematic exercise. He stated that the 
nature of fatal emboli must be explained by the 
pathologist. There are three fatal forms: (1) the 
acute form from occlusion of the pulmonary artery, 
(2) the more protracted form leading to death from 
overdistention of the right heart, and (3) the small 
reflex form. Only the second form can be attacked 
surgically. 

KILLIAN reviewed statistics from the Mayo Clinic. 
The average age of the patients was higher than that 
of all other patients. Striking findings were a high 
body weight with a relatively low blood pressure and 
changes in the number of erythrocytes and leuco- 
cytes, the coagulation time, the fibrinogen content, 
the prothrombin time, and the fatty acid content. 
According to Japanese investigations, thyroxin is a 
useful prophylactic remedy. It increases the blood 
volume and the metabolism, deepens respiration, 
stimulates peristalsis, and accelerates the blood 
stream 

WALTERS reported that he gives small doses of 
thyroxin three times a day for seven days beginning 
the second or third day after operation. 

(Z). 


Petit-Dutaillis, D., and Théodoresco, D.: Popliteal 
Aneurisms Complicated by Gangrene (Les ané- 
vrismes poplités compliqués de gangrene). Presse 
méd., 1928, XXXvi, 497. 

One of the most serious complications of arterial 
aneurism is gangrene. This has become rarer than 
it was formerly because popliteal aneurisms are 
generally operated upon as soon as they are recog- 
nized, but the indications for its treatment are not 
definitely established. The question as to whether 
a high amputation should be performed at once or 
a local operation should be performed on the 
ancurism first and an economical amputation done 
later is still debated. 

Gangrene may come about in ancurism in three 
ways: by extensive thrombosis originating in the sac, 
by embolism, and by rupture of the aneurism into ° 
the soft parts. The authors suggest that the forma- 
tion of clots in an aneurism may be due to latent 
bacterial infection. This would account for the 
inflammatory reaction that oftens take place around 
an aneurism and the suppuration that sometimes 
occurs in the sac. 

In gangrene from embolism, conservative treat- 
ment is indicated. There is no necessity for imme- 
diate amputation as the gangrene is dry and not 
rapidly progressive, but the development of new 
emboli must be prevented by operation on the 
ancurism. As the contents of the aneurism may be 
of a bacterial nature, the operation should be a 
resection of the sac. In the majority of cases, re- 
section of the sac brings about an effect similar to 
that of sympathectomy, i. ¢., dilatation of the per- 


‘jpheral vessels which favors arrest of the gangrene. 
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The authors report a case of diabetic gangrene of 
the right foot of a man fifty-five years of age in 
which the sac was extirpated and a Pirogoff ampu- 
tation was performed a month later. The results 
were particularly interesting in this case because the 
patient was a diabetic and the aneurism was large 
and quite low. In the authors’ opinion, resection 
of the sac should be performed in all cases of gangrene 
from embolism in aneurism, whether the aneurism 
is high or low. 

In cases of gangrene from rupture of the sac into 
the tissues, the rupture is generally not sudden and 
the hematoma around the aneurism develops 
gradually. The authors report eight cases in which 
resection of the sac was performed with six recoveries 
and two deaths. In the two fatal cases the lesions 
were too far advanced for conservative operation, 
Resection of the sac is often indicated in this form 
of gangrene also, but the indications must be con- 
sidered more carefully than in gangrene from em- 
bolism. Aubrey G. Morcan, M.D. 


BLOOD; TRANSFUSION 


Gram, H. C.: Correction of the Sedimentation Test 
for the Effect of the Cell Volume Percentage 
(Hemoglobin) and the Normal Limits of the 
Sedimentation Test. (Ueber die Correction der 
Senkungsreaktion fuer den Einfluss des Zellvolumen- 
procentes (Hemoglobin) und ueber die normalen 
Grenzen der Senkungsreaktion). Acta med. Scand., 
1928, Ixviii, 108. 

The influence of the cell volume on the sedimenta- 
tion time of the red cells is of considerable impor- 
tance and in the author’s opinion has been the chief 
hindrance to the practical use of the sedimentation 
test. Unless properly taken into account, changes 
in cell volume such as are produced by anemia may 
lead to entirely erroneous conclusions. 

Gram reports experiments in which he attempted 
to establish the relationship between the cell volume 
and the rate of sedimentation in a series of bloods of 
known cell-volume percentage. He varied the cell- 
volume percentage in each specimen and arrived 
at a constant relationship between the two factors 
by means of dilution. Hirudinized blood was used 
mixed with: (1) 3 per cent sodium citrate in the pro- 
portion of 4:1, in some cases after removal of a cer- 
tain amount of plasma from the blood; (2) hirudin- 
ized plasma in the proportion of 6:1 and citrate in 
the proportion of 4:1; (3) hirudinized plasma in 
the proportion of 3:1 and citrate in the proportion 
of 4:1 and (4) hirudinized plasma in the proportion 
of 2:1 and citrate in the proportion of 4:1. 

In these mixtures, the cell-volume percentages 
varied from 30 to 50, which the author believed 
to be the practical limits of the test. By plotting 
the rate of sedimentation in millimeters as ordinates 


against the cell-volume percentages as absciss#, a 
series of curves were obtained which were made up 
into a chart. In order that this chart might be of 
practical value, the cell-volume percentages were 
then expressed in terms of hemoglobin percentages 
since the determination of the cell volume itself is 
a time-consuming process. However, the hemo- 
globin must be very accurately determined. As 
the point to which all determinations should be cor- 
rected, the author chose a cell-volume percentage 
of 43, which represents 100 per cent hemoglobin, 
5,000,000 red cells, or an oxygen capacity of 18.5 
per cent and is about midway between the percent- 
ages for men and women. 

As examples of the practical use of the correction, 
Gram cites several cases in which, after correction, 
the significance of the findings was entirely reversed. 

Micuaet L. Mason, M.D. 


Florey, H., and Witts, L. J.: Absorption of Blood 
from the Peritoneal Cavity. Lancet, 1928, ccxiv, 
1323. 

In experiments performed on dogs under general 
anesthesia, the authors placed a cannula in the 
thoracic duct and determined the rate of entrance 
of the red blood cells into the lymph from the perito- 
neal cavity. It was found that the flow of lymph 
from the duct was increased by respiratory move- 
ments and by massage of the abdomen. Previous 
experiments had shown that blood from a different 
species was promptly hemolyzed, and in the case of 
injected sheep’s blood, although the lymph became 
a bright transparent red, the red cell count never 
exceeded 18,000 per cubic centimeter. 

After the injection of blood into the peritoneal 
cavity, no constant change in the rate of lymph 
flow occurred, but red blood cells began to appear 
in the lymph after from twenty to forty minutes. 
The rate of flow of lymph and the number of cells 
depended upon the rate of respiration. In six hours 
only one-sixteenth of the number of red blood cells 
injected into the peritoneal cavity were absorbed at 
best. However, the count in the remaining blood in 
the peritoneal cavity increased from 7,000,000 to 
9,000,000 per cubic centimeter, demonstrating the 
easy absorption of fluid elements of the blood. Blood 
remaining within the peritoneal cavity is a danger- 
ous source of infection. In some of the animals it 
caused septic peritonitis. Undue pressure upon the 
abdomen and contractions of the hollow viscera pro- 
mote the absorption of toxic elements when infection 
of the peritoneum occurs and may perhaps be fac- 
tors involved in the spread of malignant disease. 

The authors conclude that intraperitoneal trans- 
fusion is without great benefit in the treatment of 
shock and collapse, but may possibly be of value in 
the treatment of certain types of chronic anemia. 

J. Pickett, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Cotte, G.: The Use of Davis Grafts in the Radical 
Treatment of Ingrowing Nails (Sur l’utilisation 
des greffes de Davis dans la cure radicale de l’ongle 
incarné). Lyon chir., 1928, xxv, 359. 


When an extensive excision is made to prevent 
recurrence in cases of ingrowing nails, the wound 
often requires a long time to heal. Quénu and 
Princeteau used flaps from nearby areas to cover the 
wound surface. Cotte believes, however, that the 
epidermis of this region is not adapted to auto- 
plastic purposes and therefore takes skin grafts from 
the thigh by the Davis method. He operates on the 
nail and removes the grafts under local novocain 
anesthesia. The wound in the thigh is sutured 
and the grafts are applied to the nail wound. 

Two cases in which this method was used with 
excellent results are reported. In one of them the 
grafts were applied six days after the nail operation, 
but Cotte prefers immediate application if there is 
no infection. Immobilization of the grafts is im- 
portant. Cotte applies a Baynton dressing with 
bands of diachylon passed through a Bunsen flame. 
This is covered by a dressing of sterilized gauze fas- 
tened with adhesive plaster and is left on for eight 
days. Auprey G. MorGan, M.D. 


Delbet, P.: Rubber Prostheses (Endoprothéses en 
caoutchouc). Rev. de chir., 1928, xlvii, 181. 


In 1886, the author found a long rubber tube 
rolled up in a maxillary cyst. It had been there 
since an operation performed twenty years previ- 
ously. It was soft, smooth, and elastic, a fact which 
suggested that there might be a sort of harmony 
between the colloids of the rubber and the colloids 
of the surrounding tissues and body fluids. Delbet 
therefore performed experiments on dogs in which he 
used bands of rubber to replace tendons and mem- 
branes, grafted such bands into lymph and blood 
vessels, and used prostheses of hard rubber to fill 
defects in long bones. His technique is described in 
detail and the rubber prostheses employed for the 
bones are shown in illustrations. The experiments 
demonstrated that rubber of a good quality does not 
change in the tissues. li it is aseptic it does not 
cause the formation of cysts in connective tissue. 


Between bone fragments it brings about the forma- © 


tion of hyperostoses. 

Delbet has used the method described also in a 
number of clinical cases. Its chief disadvantage is 
that the slightest infection causes the rubber to be 
eliminated or makes its removal necessary. The 
tubber cannot be absorbed, and the fistulae do not 
close as long as it remains in place. 


In twelve cases, Delbet used small pieces of rub- 
ber to isolate tendons or nerves. In one case the 
rubber was eliminated. Of eleven cases of eventra- 
tion in which he used large rubber plates, removal of 
the plates was necessary in four. In one case in which 
a very large tumor was excised a better result was 
obtained from the use of a rubber prosthesis than 
could have been obtained by any other method. In 
four cases in which a hard rubber prosthesis was 
employed in the humerus; the procedure was suc- 
cessful in one but failed in three. The successful 
result was obtained in a case of tumor which was 
aseptic; the failures were in war wounds with sup- 
puration. In three cases of war wounds of the radius 
the use of a hard rubber prosthesis was successful. 
There were no foreign bodies in the tissues. Of 
eight cases of lymphangioplasty in chronic oedema of 
the lower limbs in which rubber tubes were em- 
ployed, removal of the tubes was necessary in two. 
In one case the attempt was made to reconstruct the 
sphincter of the anus with a rubber ring, but ulcera- 
tion of the mucous membrane necessitated removal 
of the ring. In a resection for ankylosis of the elbow 
after a war wound, Delbet used rubber between the 
ends of the bone, but the functional result was no 
better than that obtained when other material is 
interposed. Auprey G. Morcan, M.D. 


Boland, C. R., and Sheret, J. E.: Postoperative 
Massive Collapse. Lancet, 1928, ccxv, 111. 


In the cases of 261 patients convalescing from 
abdominal operations of all grades of severity, 
Boland and Sheret made studies with reference to 
the occurrence of apparent or latent changes in the 
lungs. Massive or partial collapse of the lungs 
occurred in 36. Six of the 36 patients showed evi- 
dence of displacement of the heart such as was de- 
scribed by Pasteur. In 2 of the 6 patients with this 
displacement there was complete collapse of one 
lung—in one, the right lung and in the other, the 
left lung. The remaining 4 patients had collapse of 
the lower lobes only. In 11 of the patients without 
cardiac displacement the collapse was bilateral; in 
10, it involved the left lower lobe; and in 9g it in- 
volved the right lower lobe. 

The authors are of the opinion that postoperative 
pneumonia is not as common as is usually stated 
since in most of the cases of pulmonary collapse, 
especially those in which the lower lobes were in- 
volved and there was no cardiac displacement, a 
diagnosis of pneumonia had been made. 

The X-ray appearance of collapse of the lung, 
either massive or partial, is rather characteristic. 
The shadow cast by the airless lung is as dense as 
that caused by a layer of fluid. The diaphragm is 
elevated and the ribs fall together, assuming a tiled 
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appearance. When one or the other lower lobe is 
involved alone, the shadow is equally dense and 
occupies a triangular area. On the left side, the 
triangular area may be almost completely over- 
lapped by the heart. Its size always indicates that 
the volume of the affected lower lobe is greatly 
diminished, and when cardiac displacement is 
demonstrable clinically, the degree of migration of 
the mediastinum and tiling may be as extensive as 
when the whole lung is collapsed. In many cases 
only a lateral view of the chest will show the 
shrunken lower lobe pushed back into the posterior 
costophrenic angle by the aerated upper lobe. 

Many theories have been advanced to account for 
this condition, but the authors believe it is due to 
obstruction of the lumina of the bronchi followed by 
absorption of the contained air by the blood stream. 
The obstruction most often affects the larger tubes, 
but when the incision has been made in the upper 
abdomen the deflation of the lower lobe is so great 
that the bronchioles may become primarily ob- 
structed, 

Predisposing causes are the catarrh which follows 
the inhalation of an anwsthetic, the Fowler position, 
and inhibition of the cough reflex either by pain or 
the excessive use of morphine. 

As a prophylactic measure, elevation of the foot 
of the bed so that the pulmonary tree may drain out 
freely for at least twenty-four hours after the opera- 
tion has been found successful in the limited number 
of cases observed. 

In some instances, turning the patient on the 
affected side and having him cough may result in a 
cure. Bronchoscopy has not proved of value in the 
author's experience. 

Licutenstetn, M.D. 


Tucker, G.: Postoperative Atelectasis—Bronchos- 
copic Observations on Massive Collapse of the 
Lungs. Ann. Otol., Rhinol. & Laryngol., 1928, 
XXXVI, 509. 

The literature to date shows only four cases of 
postoperative massive collapse of the lung in which 
a bronchoscopic study was made. The author urges 
that such cases be studied in a definite manner and 
that uniform reports of the findings be made for 
statistical study. The time of study with reference 
to the onset of the symptoms and the character of 
the secretion is of importance. There is evidence to 
show that the fluid becomes gelatinous, the X-ray 
then revealing opacity of the lung and its displace- 
ment toward the affected side. As resolution occurs, 
the secretions become liquid. 

Tucker reports the case of a fifteen-year-old boy 
who developed atelectasis twenty-four hours after 
an appendectomy performed under ether anss- 
thesia. Bronchoscopy thirty-six hours after the 
onset of symptoms revealed slight inflammation of 
the laryngeal, tracheal, and bronchial mucosa. The 
right bronchus was more inflamed than the left and 
contained a thick, tenacious mucopurulent secre- 
tion which completely blocked the right stem 


bronchus and all branch bronchi below that level. 
Before aspiration, the bronchial obstruction was 
complete in the middle and lower lobes of the right 
lung and there was some displacement of the 
trachobronchial tree toward the right. The bron- 
choscopic diagnosis was purulent tracheobrenchitis 
localized in the right lower and middle lobes with 
complete blocking of the lobes. After bronchoscopy, 
the patient was able to expectorate the secretions 
more easily and X-ray examination showed much 
better aeration of the lung. 

In the usual case of atelectasis the bronchial 
lumen remains patent whether obstruction is present 
or not, but in a case seen by the author there was a 
thick tenacious secretion in the main bronchi with 
obstructive emphysema and narrowing of the bron- 
chial lumen and after aspiration of the secretion the 
pressure in the periphery was relieved and the lumen 
opened more widely. 

In atelectasis following a surgical operation there 
is interference with the cough mechanism in the 
affected portion of the lung and the obstruction 
extends from the point of complete block into the 
small bronchi whereas in atelectasis due to a foreign 
body the cough mechanism is not at fault and the 
block is only at the point where complete obstruction 
occurs. There are also other points of difference in 
the mechanism of these two conditions which can be 
determined by bronchoscopic study. 

Witniam J. Pickert, M.D. 


Wolfson, W. L., and Kaufman, B.: Simple Tube 
Drainage of the Stomach After Abdominal 
Operations. N. York State J. M., 1928, xxviii, 920. 


The authors give a résumé of the history of the 
stomach tube and its various uses, and discuss the 
value of postoperative gastric lavage. In the past 
five years, they have subtracted simple tube drain- 
age of the stomach for lavage. The advantages of 
such drainage are that the tube is always ready at 
the bedside; no lavage solutions are necessary; the 
passage of the tube is simple and unobjectionable 
to the patient; retching, straining, the aspiration of 
gastric contents into the lungs, and strain on a 
weakened myocardium are avoided; and immediate 
relief is usually obtained. 

J. Pickett, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


McCann, W. S.: The Serum Treatment of Erysip- 
elas. J. Am. M. Ass., 1928, xci, 78. 


Following a report of two series of cases of ery- 
sipelas treated at the Municipal Hospital at Roches- 
ter, N. Y., the author draws the following conclu- 
sions: 

1. The true value of the serum treatment of ery- 
sipelas will not be established until an analysis can 
be made of a large series of cases with simultaneous 
controls untreated by serum so that seasonal and 
annual variations can be controlled. The treated and 
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control series should be similar as to the ages of the 
patients and the distribution of the erysipelas. 

The previously reported results of serum treat- 
ment are open to serious objections on the score of 
inadequate control. 

The cases reported in this article do not prove 
that erysipelas serum is of no value. However, a 
comparison of the results in these cases with those 
obtained in cases treated in a period of eleven years 
previous to the use of serum is most unfavorable to 
the use of serum with regard to the mortality and 
the duration of the patient’s stay in the hospital. 

4. If erysipelas serum is of value, the evidence of 
the series of cases here reported indicates that a scar- 
let fever antitoxin prepared for the New York State 
Health Department is also of value in the treatment 
of erysipelas. Joun H. Gartock, M.D. 


Lecéne, P.: Excision of the Inoculation Wound 
After the Development of Tetanus (Sur |’abla- 
tion de la plaie d’inoculation dans le tétanos dé- 
claré). Bull. et mém. Soc. nat. de chir., 1928, liv, 674. 

Lecéne states that he and Leriche have recently 
been quoted by Leclere as stating that, in tetanus, 
local treatment of the inoculation wound is of no 
importance and that after tetanus has already de- 
veloped it has no effect upon the evolution of the 
condition. Lecéne says that they were incorrectly 
quoted as they are of the opinion that early excision 
of the wound of inoculation is of prime importance, 
and that while the value of wound excision after the 
development of tetanus is doubtful, they neverthe- 
less recommend it when it seems indicated. 

In the case reported by Leclerc in support of ex- 
cision, Lecéne states that the condition was apyretic 
tetanus with a normal pulse, and that seven out of 
ten such cases are cured whatever the treatment. 
Lec¢ne emphasizes the importance of distinguishing 
between acute febrile tetanus with a rapid pulse and 
chronic or subacute apyretic tetanus with a normal 
pulse. Auprey G. Morcan, M.D. 


ANAESTHESIA 


Sise, L. F.: Spinal Anesthesia for Upper and 
Lower Abdominal Operations. New England J. 
Med., 1928, cxcix, 59. 

The author states that under spinal anesthesia 
the conditions for operation are extremely good. 


The patient is not endangered by the anesthetic. 
The chief recent improvements in the technique of 
spinal anesthesia have been the use of ephedrine 
and the choice of the type of solution to contain 
the anesthetic drug. The objections to the method 
are that it is not a procedure for general use and 
that the anesthesia cannot be accurately adapted 
to the length of the operation. The author reports 
350 cases in which spinal anesthesia was used and 
in which there were no deaths, no palsies, and only 
a few headaches. 

In the technique used by Sise, food is withheld 
before the operation and a pre-operative enema is 
given. Asa preliminary narcotic, 4 gr. of morphine 
and !/19 gr. of scopolamin are administered. If this 
is not sufficient, another dose about one-third the 
size of the first is given. For the injection of the 
anwsthetic a No. 20 or 22 rustless spinal needle is 
used. With the patient on his side, the puncture is 
made at any convenient lumbar interspace below the 
first. Fifty milligrams of ephedrine are given sub- 
cutaneously before the injection. The dose of novo- 
cain used with non-diffusible solutions is somewhat 
greater than when plain novocain is employed alone. 
For short operations in the lower abdomen, 200 
mgm. may be enough. For longer operations, 300 
mgm. are more certain to give a sufficiently pro- 
longed anesthesia. For most operations on the 
upper abdomen, from 250 to 300 mgm. may be used 
and a heavy diluting solution seems best. Sise rec- 
ommends 5 per cent glucose in salt solution and the 
use of novocain in the proportion of 100 mgm. to 
each mil of solution. 

During an operation performed under spinal 
anwsthesia the anesthetist must watch for a fall in 
blood pressure. Sise has found that conditions are 
satisfactory when the systolic pressure is between 
80 and go, questionable when it is between 60 and 
70, distinctly unsatisfactory when it is 50, and 
dangerous when it is 40 or below. He believes that 
a second injection of ephedrine is not of much value 
and may be dangerous. If collapse occurs, salt 
solution should be given intravenously. Salt solu- 
tion is both safer and more effective than further 
doses of ephedrine. If paralysis of respiration 
supervenes, it may be easily overcome by artificial 
respiration with the use of enough oxygen to keep 
the patient’s color normal. 

Joun H. Gartock, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Barclay, A. E., and Cox, S.: The Radiation Risks 
of the Roentgenologist. Am. J. Rocntgenol., 
1928, xix, 551. 

The authors have attempted to determine the sa’e 
daily limit of exposure to radiation in diagnostic 
work in terms of the unit skin dose. Although scien- 
tific accuracy is impossible because of the many vari- 
ables that complicate the problem, an approximation 
arrived at under average working conditions was 
considered of sufficient value to justify the effort. 
The authors describe the methods used in the esti- 
mation of the skin dose and the iontoquantimeter 
with its mcdificat’ons especially adapted to the de- 
termination of the information desired. 

Certain known facts relative to the tolerance of 
the human skin to the roentgen rays are cited. From 
the experience of two operators who had been ex- 
posed without apparent ill effects to daily doses 
which must have aggregated a large quantity of radi- 
ation, the deduction was made that 0.00028 of the 
unit skin dose daily is well within the limits of safety. 
This dosage was determined by taking one twenty- 
fifth of the dosage which was tolerated by one of the 
workers for a period of six years as nearly as could 
be estimated by reconstructing the conditions under 
which she worked. The effects on an ordinary dupli- 
tized roentgenographic film of the quantities of ra- 
diations approximating the daily safety limit are 
charted as a rough guide to the worker. 

When the safety limit is applied to roentgenog- 
raphy it is necessary to determine the quantity of 
radiations that can reach an operator during diag- 
nostic roentgen-ray work and the amount of protec- 
tion necessary to reduce this quantity to the limits 
of safety. To solve these problems, numerous read- 
ings were made of both the primary and the scattered 
radiations under average conditions of roentgenog- 
raphy and screening. With regard to roentgenog- 
raphy, the following deductions were made: 

1. The chief factor in safety is the distance from 
the active tube, whether the latter is adequately pro- 
tected or not. 

2. The tube box for roentgenographic work need 
not be of greater protective value than 1 mm. of lead 
to give perfect safety even to an operator who works 
with the anticathode directed toward him and may 
be forced to work within 4 ft. of the tube. 

3. It is unnecessary to use a completely enclosed 
tube box since the total quantity of secondary rays 
produced is practically negligible and total enclosure 
causes a reduction of only 50 per cent. 

4. If a protective screen for the operator is used, 
¥% mm. of lead will cut down any scattered or escap- 
ing radiations by 80 per cent and is therefore ample. 


5. It is unnecessary to incorporate protective ma- 
terial in the walls or doors of a roentgenographic 
room of reasonable size, i.e., any room that is suitable 
for work of this type. Even a dark-room wall next 
to a roentgenographic room needs only about 0.5 
mm. of lead to eliminate the risk of fogging. 

The authors conclude that: 

1. The tube should be completely enclosed in pro- 
tective material equivalent to not less than 2 mm. 
of lead. 

2. The diaphragm should be equivalent to not less 
than 2 mm. of lead and of the adjustable rectangular 


pe. 

3. The lead glass of the screen or an outward ex- 
tension of similar protective value should be large 
enough to catch all of the primary beam when the 
diaphragm is fully open. Theoretically, it should be 
of the same protective value as the tube box and 
diaphragm. In practice, however—because of the 
protective value of the patient’s body and the fact 
that the distance is at least 30 in.—no more than 1 
mm. of lead is necessary for reasonable safety even 
if the observer remains in his place while roentgeno- 
grams are being taken. 

4. When a totally enclosed tube box is used, the 
dangers in front of the upright screening stand from 
secondary radiations are very slight, if not negligible, 
as compared with those to which the observer is ex- 
posed when he examines a patient on the couch. 

5. Protective screens on the side of the couch re- 
duce the secondary radiations by only a fraction. 
The massive screens fixed to the side of the couch are 
valueless as a protection against secondary radiations 
and superfluous for primary radiations if the tube 
box is of the totally enclosed type and of adequate 
protective value. 

6. When the iontoquantimeter is placed in the 
position of the observer, its rate of discharge is cut 
down eight times, i.e., 88 per cent of the radiations 
are cut off, when it is surrounded by a light lead rubber 
apron equivalent to 4% mm. of lead. Two layers of 
loose blanket reduce these secondary radiations by 
10 per cent, which is interpreted as the protective 
value of the observer’s clothes. 

7. The incorporation of protective material in the 
walls of roentgenoscopic rooms is not necessary for 
the safety of passersby or even of persons who con- 
stantly work on the other side of the wall, but an 
adjoining dark room should be protected. 

In an investigation of the supposedly harmful ac- 
tion of radiations on the blood of workers engaged in 
diagnostic work it was found that no serious changes 
were produced. The authors conclude that there is no 
risk necessarily attached to roentgen-ray work if the 
roentgenologist is suitably equipped as regards appa- 
ratus and accommodations. ApotpH Hartune, M.D. 
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